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GASTRIC INDIGESTION. 
Fred J. Wilkiemyer, M. D.. Muskogee. Oklahoma. 
| wish to state in the very beginning that the above term is a misnomer; 
it is about as vague a term as biliousness, the lay idea of malaria, neuras- 
thenia, hysteria, and the other myths of medicine, rapidly disappearing 
with the increasing knowledge of the pathology of disease. In other words, 
it is another term for limitation of thought. Our bodies are not made like 
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ships in water-tight compartments. We cannot derange one organ or fune 


tion without also injuring others. 

Experience has made us familiar with the discrepancy often existing 
between the extent of discoverable physical signs and the severity of con- 
stitutional manifestations in pulmonary tuberculosis. Often the physical 
signs are not extensive. When one thinks of puimonary tuberculosis, one’s 
mind immediately associates cough, considerable sputum, phthisical chest 
and features. On the contrary in the beginning, and it is in the begin. 
ning that we must diagnose tuberculosis to cure, the gastric symptoms 
predominate, and indeed the gastric symptoms may be the predominating 
symptoms up to the very late stages. J. B. Hawes’ latest report on the 
tuberculosis patients at the M. G. HL, and Boston Consumptive Hospital 
will show this most strikingly. Out of the 500 patients now in the various 
sanataria in Massachusetts, over 75 per cent who are in the advanced or 
moderately advanced stages of the disease, 285 were told by the first 
physician whom they consulted that they did not have consumption, and 
of these 58 that they were run down and needed rest. These 500 patients 
visited 1,128 doctors in order to get a diagnosis. Tubercular peritonitis 
is a peculiarly imitative disease, and there is hardly any acute abdominal 
infection, which it may not in one of. its unsuspected forms, simulate. Di- 
gestive disturbances are common, if not invariable, often one finds noth- 
ing on physical examination except a very dry skin and questionable ab- 
dominal fluid. There is no lesson of the human body which illustrates 
more graphically the importance and value of pains-taking investigation. 
Even with this aid a positive diagnosis cannot be made, but with this 
aid we can suspect where with less application we might overlook a family 
history of tuberculosis; a previous past history of cured or incised lymph 
node. In a woman a vagino-rectal examination with one finger in the 
vagina and the other in the rectum and noting whether any nodular thick- 
ening on rubbing together. 

Next to tuberculosis gastro-enteroptosis is the most common of all 
diseases with symptoms most strikingly referable to the stomach. The dis- 
ease or rather the condition is so common that I believe that the average 
physician comes in daily contact with them; Christian Scientists make up 
nine-tenths of them, and the remaining number are the staff of life of the 
quacks. They are the bete-noir of the unwary surgeon, or the surgeon 
with an eye only for some particular part of the abdominal cavity. Bear 
with we a while and | shal! cite some cases. 

Case 1 came under my care in the summer of 1910 and had the fol- 
lowing history: Married four years; wife of a city fireman; the evening 
of her honeymoon was taken suddenly ill while on board train; sent to 
Dr. Reynolds, the eminent gynecologist, who refused to operate; sent to 
Carney hospital and operated upon by the late Dr. John Munro, who did 
a retrouterine fixation of round ligaments; relief for about two months; 
again seized with gastric symptoms; oprated upon by Dr. Barnes for float- 
ing kidney with relief for one year; operated upon by Dr. Fallon of Wor- 
cester, Mass., an exploratory operation, all organs found ptosed with the 
exception of the right kidney and the uterus; recovery without incident 
and remained well for 6 months; for past 6 months gastric attacks twice 
a month requiring morphine. Her physician has argued with her but to 
no avail; insists on an operation; her husband utterly discouraged; has 
never been out of debt since the day of their marriage; patient is not 
a morphine fiend and readily abstains from the same between attacks. 

Case 2: Woman weighing 75 pounds enters hospital with acute gastric 
symptoms suggesting carcinoma of the stomach; weight three months ago 
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121 pounds; laparstomy, revealed gastroptosis; evening following opera- 
tion began to vomit, repeated gastric lavage gave no relief; saline infusion 
in breast; in two weeks patient left hospital feeling like a new person; two 
months later gained 30 pounds, happy and contented. 

Case 3: Male 63 years old with symptoms suggesting carcinoma of 
stomach; gastric examination revealed a dilated and ptosed stomach; ques- 
tion arose whether laparotomy indicated; operation; high right rectus in- 
cision as for gastroenterostomy ; gall-bladder O. K.; pancreas O. K.; no ma- 
lignanecy of stomach; while removing an obliterated appendix noted stomach 
becoming enormously dilated. Gastric lavage while om operating table. 
Post-operative history, hiccough and continuous vomiting uncontrollable ; even- 
ing of the third day I was horrified to find the patient’s stitches had brok- 
en, and abdominal contents projecting through incision; surrounded parts 
with hot saline, hurriedly placed patient on operating table and with con- 
siderable difficulty without anaesthetic we succeeded in closing wound. 
Patient died in 24 hours. These patients are usually mothers of a large 
family ; 85 per cent being multipara; frequent child birth, and entire house 
work devolves upon them. It is this class of patients of whom a famous 
French clinician referred to when asked his description of hell. ‘‘The host 
of women begging with outstretched arms for relief.” 

Chronic Alcoholism is at times very baffling and full of pit falls. The 
society woman, the chronic tippler, often hide their habits, and it is with 
the greatest difficulty one is able to make a diagnosis. These patients’ 
symptoms often simulate gastric-uleer. They may have haematemesis, 
melaena, anemia, loss of weight. An exploratory incision invariably pro- 
duces delirium tremens. A general view of all the symptoms, daily obser- 
vations of the patient in the hospital leads at once to a correct diagnosis. 

Hyperthyroidism is a most interesting and at times baffling disease. 
Tumor, tachyeardia, tremor exopthalmos, ammenorrhea, dysmenorrhea, rapid 
loss of weight, diarrhoea or constipation; gastro-intestinal disturbance are 
not always found together. One may only find one of the above symp- 
toms. Goitre and tumor may not be perceptible. The size of the tumor 
has absolutely nothing to do with the severity of symptoms. These pa- 
tients may have a persisting constipation and the family physician at once 
jumps to the conclusion that the constipation is the cause of the gastric- 
symptoms; that the patient is suffering from an auto-intoxication. Yes, it 
is an auto-intoxication, but the thyroid plays the role. Every surgeon who 
deals with hyperthyroidism confesses that in thyroid operations there are 
two kinds of cure, the subjective and the objective. Take an exopthalmic 
goitre case, operate, and then see the patient in one ortwo years, ask him 
how he feels and he will say, *‘! am cured.’’ His nervous system, heart 
action, at least so far as he knows, are such that he thinks he is cured. 
Objectively | think that ex-opthalmic goitre is never cured unless a very 
mild case is taken in the early stages. To explain my idea, consider the 
diphtheria toxin; we all know that anti-toxin is not a cure per se, it neu- 
tralizes the toxin. It ean never remedy the harmful influence of the toxin 
on the nervous system, the myocardium and renal tissue. It must be given 
early to do so. And so it is with thyroidism. We must get at the hyper- 
secrition early. Recent work on this line seems an early diagnosis can 
be made. Andre Crotti, for nine years assistant to Prof. Stilling, Kocher 
and Roux, tells me the blood picture is pathognmonnic. We have a lue)- 
penia as low as 3-4000 with a lymphocytosis of 60-80 per cent. The Mayos in 
their recent articles question this; but Prof. Kocher has recently reported 
several! hundred more cases and emphatically asserts the blood picture is 
diagnostic. Another diagnostic aid has been called to our attention by 
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Van Noorden. In his latest monogram on diabetes called attention to» 
the effect of the thyroid on the pancreas. It is a well known fact that 
in hyperthyroidism we often have glycosuria; whereas with thyroidectomy 
it is almost impossible to produce glycosuria. Here the feeding of a 
standard amount of sugar would be of aid in an early diagnosis, and get- 
ting a diagnosis before myocardial changes have been pr duced. 

Cardio-Renal |iseases unfortunately are often difficult to Ciagnose. 
The gastric symptoms are often those of gastric ulcer. Gastric-surgeons 
now realize that even gastrie-uleer is usually a secondary e¢ ndiiion, wiz., 
the uraemic ulcer so ably described by Moynihan. Gruber recently tab- 
ulated 4.208 cases of gastric ulcer at the Berlin clinie; in 61 per cent of 
170 cases there were marked changes in the heart and blood vessels, and 
mark this, the ages varied between 16 and 33 vears, except four between 
10 and 20 vears. and seven between 50 and 90 vears. Case No. 1 is of in- 
terest in many ways. The patient was sent to M. G. Hl. in September, 
1908, with a note suevesting operative interference at the pyloric orifice 
of the stomach. On questioning the patient | found that he had been com- 
plaining as far back as the Civil War. Tle had three physicians in con- 
sultation just previons to coming to the hospital. His history was not 
typical! of ulcer, and vet depending entirely on history a grave mistake 
would have been made. Gastric analysis revealed nothing; but the cardiac 
condition was typical and with a blood pressure of 200 mm., with signs of 
ordema at base of lungs, one could not help making a diagnosis of chronic 
uraemia. There are cases where the urinary findings are negative; in- 
deed, 39 per cent of acute nephritic cases have a negative urine, and we 
therefore see how careful our investigations must be. 

Of recent vears much has been said of the gastric symptoms in angina 
pectoris. In my own experience one has the greatest difficulty in differ- 
entiating it from cholelithiasis and gastric ulcer. As a usual thing one 
expects hypertension: Forcheimer in twelve eases, normal blood pressure 
in one, low in seven, increased in four; Maskenzie has never found any 
evidence of vascular spasm; Osler believes hypertension in great majority 
of cases. As a usual thing general history of attack brought on by exer- 
tion leads to a correct diagnosis. Ll recall a blacksmith sent to hospital 
for gastro-enterostomy. His history was so typical and told in so clear- 
cut a manner and reeled off in a manner suggesting a prepared witness, I 
became suspicious. In routine examination of the heart | found a marked 
irregularity of the pulse on sitting up, and lying down became normal. 
The case was used for several weeks as an object lesson by the best elin- 
icians and all agreed to the diagnosis of gastric-ulcer. My visiting surgeon 
one day surprised them all by having them note the condition of the pulse, 
and gastric-ulcer vanished from our midst. However, | question to this 
day if the myocardial changes were not secondary to cholelithiasis. I 
believe the chronic cholelithitic patient invariably shows myocardial changes 
at least recent literature tends toward that view; we certainly see it in 
fibroids of uterus. | recall another interesting case, in a very prominent 
divine, who died suddenly; every physician he called on made a diagnosis 
of gastric-neurosis. 

Plumbism has always interested me because of the varied symptoms 
gastric one can elicit: the frequent risks they have of falling into surgical 
hands; and the simple diagnostic test we have. In working in clinics after 
being fooled once or twice, one will never fail to look for a lead-line, and 
then don’t fail to look at the teeth from the interior of the mouth. Ocea 
sionally one finds no lead-line, and here the routine blood-smear with the 
stipplings lead to a correct diagnosis. Oliver, in his excellent treatise on 
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Industrial Diseases, states that stipplings are not pathognomonic; however 
I have vet to tind a failure when one joins the blood picture with clinical 
symptoms. 

Chlorosis: The very term associates in our mind anemia; we all know 
gastric-symptoms pred: minate and often simulate ulcer. | remember be 
ing cailed upon by Dr. Fitz to make a blood smear of a robust, red-cheeked 
Irish girl, who had peculiar gastric symptoms. | ;unectured the lobe of 
the ear, once, no blood: tried a second time with the same result. | then 
concluded to squeeze the lobe. Prof. Fitz, who was watehing my manipua- 
lations, called upen me to desist, and in his humorous way said: ** Young 
man, what have you observed?’ [| rephed: *‘*Woman has awfully tough 
skin."’ **Good,’’ replied the professor, **now continue your investigations.’ 
| was surprised to find that I was dealing with a chlorotic, and the poin 
Professor Fitz wanted to bring out was how necessary routine bl od work 

Leukemia: At times, especially the acute form, stimulates gastric ulcer, 
and here the blood smear is absolutely hecessary, 

Syphilis: Professor Councilman’s remark is peculiarly applicable here: 
‘*Remember, doctor, vou always have cancer, tubereul sis, and syphilis be- 
fore von: when in doubt, think of that triad of diseases, and you will often 


be correct.” How often does not Tabes lead one astray. We all know 
that gastrie crisis may simulate acute perforated ulcer or a chronic ulcer. 
Here is a case peculiarly applicable. A widow sent to the hospital to con- 
valesce after an operation of sarcoma of the hij While im my care she 
had peculiar gastric symptoms which | foolishly looked upon as neuras- 
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thenic. | failed to examine her earefully. A month later Dr 
became my visiting physician. | explained the symptoms of the case. The 
doctor walked to her side, examined her pupils and reflexes, turned upon 
me with a smile, and said: ‘‘Tabes.’’ " Now that sarcoma was probably 
gumma. In rare oceasions in a Tabetic the reflexes may be normal and 
when sent to a hospital in an acute condition, operative interference seems 
indicated; here a blood count is of utmost value. Syphilis of the stomach, 
while quite rare, is to be considered. Mathieu, in a historic review of 
syphilitic lesions of the stomach from Andral’s two cases in 838 to date, cites 
two eases of Fournier **false cancer of the stomach; a tentative treatment of 
iy. treatment was almost causally instituted before the contemplated oper 
ation, and in two months all trace of cancer had disappeared. In one 
case pylorus was resected before syphilitic nature .f the lesion was ascer- 
tained. In another case an actress with a history of syphilis had appar- 
ently a hemorragic gastric-ulcer, rebellious to ordinary measures, but heal 
ing at once under K. |.) The patient had a recurrence a few years later 
while traveling, but no physician would heed her request for anti-syphilitic 
treatment for the hemorrhagic ulcer, and she used up nearly her last rem- 
nant of strength in traveling back t) her old physician who again banished 
all symptoms by vigorous K. |. treatment. In every case of stomach dis- 
turbance it is well to bear in mind the possibility of a syphilitie origin 

It is not an unusual thing to see malaria with gastric symptoms: pre- 
dominating, and here the blood smear will save our patient much mental 
and physical suffering. Who has not heen deceived some time or other 
by the wiles of a pregnant woman; the woman desirous of being free from 
the pregnant state?) A most humorous case fell into my hands about three 
years ago. While on my Lying-In-Service | delivered a Spanish Jewess of 
a fine healthy baby. In the course of my visits | elicited the following: 
‘Doctor, when | first take sick | want no baby. | go to district physician 
and say, ‘Doctor, | have belly ache-’ he give medicine, no good. 1 go to 
M. G. Hl. and see Professor Doctor. He examine me, and say, ‘Rebecca no 
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sick, you got baby,’ and he send me to this hospital.’’ 1 wonder how 
many gastric analysis have been made and abdomens opened, to find merely 
a pregnancy? 

Tape-worm, with gastric symptoms, are more common than we realize 
A few months ago | saw two cases of pork tape-worm with gastric symp- 
toms. The husbands were seriously considering removal from malarial- 
stricken Oklahoma, because of malaria in their wives’ systems. Here ex- 
amination of feces for eggs cleared malaria; allayed the fears of the fam- 
ily, and financially was of great influence to the husbands. We, as medi- 
eal men, should allay the fears of the people concerning malaria in the 
state of Oklahoma. | have had but little knowledge concerning its prev 
alence in this state, but I do believe we undeservedly give this state a 
black eve every time we diagnose malaria without positive blood findings. 

Of recent years a great amount of literature on chronic appendicitis 
with stomach symptoms predominating has been edited. Moyinhan, of Eng- 
land, and Mayos, in this country, cite innumerable cases in which the diag- 
nosis of gastric uleer had to be differentiated, and Moynihan goes so far 
as to state ulcer is always a secondary condition, often finding the ap- 
pendix diseased. I do not believe from my hospital experience a vast num- 
ber of non-pathological appendices are removed daily. When these patients 
reach the hospital the surgeon has merely the past history to rely upon. 
We all know how fleeting pain is, and naturally the surgeon, knowing ev- 
ery pathological appendix is a sleeping voleano, liable to erupt at any 
minute operates. It is here the attending physician can be of immerse 
benefit: indeed, he knows better than the surgeon what is best ‘er the 
patient. There should, therefore, be much closer co-operation between the 
physician and surgeon. The patient should never come to the hospital 
without a good history of the case accompanying. 

In a farming community beginning hernia is often mistaken for any 
old gastric disorder; here a routine examination of the rings is of the great- 
est valne. Today we find the right upper quadrant attracting the atten- 
tion of surgeon and internist. Picture to yourselves the anatomy of this 
region, in an area the size of a silver dollar. Dr. Mumford, speaking of 
the morphological relationship of the stomach, liver and pancreas, says: 
**Pancreas, liver, and ducts hang like three apples on a single stem, the 
duodenum, and whatever effects one, often effects the three.’ In the diag- 
nosis of gastric uleer, a P. E. gastric analysis often tells us nothing: the 
anamnesis is of vital importance and even then how positive can one be 
that the lesion is not a malignancy. Given the most experienced surgeon 
with the lesion in his hands and he often cannot make a diagnosis with- 
out most careful microscopic examination. I| can recall a religious woman 
being operated upon with every indication of the lesion being an ulcer. In- 
spection showed no enlarged glands. In a recent letter her physician states 
she has all the evidence of cancer. Shilling reports a case in a man of 55. 
On opening the abdomen cancer seemed positive; a resection was done, but 
microscope showed tumor in the large curvature adherent to transverse- 
colon was a fibrous connective tissue growth; but at the same time a minute 
tumor near pylorous was carcinomatous. He cites another case in a woman 
of 30 years, gastroenterstomy was done, and the tumor no doubt was 
tubercular, and another tumor situated in the caecum and appendix. The ap- 
pendix on removal was found to be tubercular. Again a stomach with fibrous 
induration may simulate cancer. He operated on a woman 60 years old 
with above condition; did a section with gain in weight: five years later 
tumor re-appeared at the site of anastomosis; microscopically it was shown 
to be fibrous tissue. Another resecticn was done, which was followed by 
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suppuration and fistula into transverse-colon with adhesions and a third 
operation was done within a year. The woman is now in good health, six 
years following the operation. Sohns from Boas private clinic narrates 
case of young man of 32 with symptoms of ulcer of four years’ duration. 
First examination during ulcer period stomach showed hyperacidity; six 
months later still hyperacid with occult-blood; three months later evidence 
of loss of weight appeared; still acid; placed on Leube ulcer diet and 
patient gained weight and his symptoms disappeared. They soon returned 
and a tumor previously imperceptible made its appearance. At operation 
tumor was found to be inoperable. He cites two other cases with gain in 
weight, in spite of cancer steadily advancing at pylorus, and another case 
where cancer was situated at the juncture of duodenum with the jejunum. 
At times distaste for meat may be the first sign of gastric ulcer; in the 
beginning the symptoms are so mild the physician and patient look upon 
it as a bilious attack; just exactly what this term means, | do not know. 
Pain is not a striking symptom nor is distate for food. Today the aphorism 
is given; a patient with gastric symptoms whose stomach never troubled 
him these 30 years and think of cancer. Occasionally we find Carcinoma 
of sigmoid of the colon referring all symptoms to the stomach and 
Cabbot cites several cases where this mistake was made. 

Cholelithiasis: How many physicians do not come into contact with pa- 
tients suffering from light attacks of distress, gas, upward pressure, coming 
often soon after eating or at irregular times, often of sudden onset, short 
duration, eased by belching or slight vomiting, regurgitation or slipping 
away almost unnoticed and without treatment. Later a more or less pro- 
longed pain is complained of by a certain percentage in the epigastric area, 
right arch or whole liver area. The pain may be increased by food ex- 
ertion or motion or deep inspiration and then called pleurisy. Later we 
find them having a typical gall-stone attack, sudden, severe pain epigastric 
with girdle like pain extending up into back and right shoulder, with pain 
on breathing, belching of gas, and nausea and vomiting and suddenly there 
is a cessation of symptoms. Perhaps the patient is operated upon and lo 
and behold the pancreas on examination has a typical corn-cob feel. How 
are we to distinguish the above symptoms from duodenal ulcer? I believe 
a careful history will elicit the following well known physiological fact: 
With the contraction of the stomach and the opening of pylorus, it per- 
mits the escape of stomach contents, which is also signal for the gas to 
escape upward, therefore belching is a sign the stomach contents is be- 
ing expelled, and pain ceases as the stomach contents reaches it in contra- 
distinction to cholelithiasis where food gives no relief. 

Pericolitis is a disease which, up to date, one hears little about, but 
which, as surgeons learn to examine every nook and cranny of abdomen 
while the abdomen is open, will teach us much. I reeall two cases in which 
the symptoms were very mild and in which we diagnosed high appendix. 
Pathologically it is a pateh of isolated, circumscribed, adhesive peritonitis 
on the outer wall of colon and occurs more especially at the site of flexure- 
colica-dextra or sinistra or on sigmoid. The disease was first described by 
Virchow (Virchow’s Archives B. 5, 1853,) who said he found it often and 
said he believed it to be mistaken for gall-bladder and similar diseases. 
iis description was forg-tten for 40 vears until surgical operations revealed 
a number of cases (1890-1900). German writers, men like Lawbe, Winds- 
child, Bittorf, et al., claiming it an independent affection; while Nothnagel 
was skeptical. Symptoms are localized pain, tenderness, and abdominal wall 
rigidity. Symptoms may be mild and evanescent or so severe as to cause 
diffuse suppurative-peritonitis; may last few days, weeks or months with 
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improvements and relapses. luprovement generally follows without opera- 
tion, viz.. married woman 42 years, complained of pain in right side of 
abdomen. Of late continuous and kept her awake at night. Pain sharp, 
not crampy, not into back and not dependent on eating. Never confined 
to bed at any time; obstinate constipation for years. P. E. tenderness with 
rigidity in area the size of adult hand mid-way between McBurney’s point 
and right costal margin nipple line. Diagnosis: High appendix, operation 
showed appendix and gall bladder o. k., right hepatic flexture of colon and its 
omentum were adherent to anterior perit neum over an area size of palin 
of hand. These were freed, wall of colon very much thickened, ser sa in- 
jected and uneven. Other organs o. k. Piece excised for diagnosis, **chron- 
ie inflammation throughout the connective tissue; surface infiltrated with 
lymphocytes; one end encrotie with foci of lymphocytic infiltration. Chr nie 
inflammation. Patient recovered without incident and three months later 
no symptoms.”’ 

After all, medicine is far from being exact science: our ignorance is 
greater than our knowledge. We are not masters, but the servants of Na- 
ture, and we must sit humbly at her feet patiently investigating the secrets 
of that most marvelous collection of forces, the living human body; trying 
to help her, not endeavoring to take the case out of her hands. Rhazes- 
Arabian-Philosopher-Vhysician well says: *‘He alone merits our confidence 
who, having opportunely applied himself to the study of medicine, has fre- 
quented able masters and seen much of the sick; who joins to the assiduous 
reading of good authors his personal observation. For it is impossible to 
see all, to test everything one’s self. and the knowledge, the experience of 
a single individual compared with the experience of all men and of all ages 
resembles a thin thread of water placed beside a great river.”’ 


“INTESTINAL INDIGESTION.’’ 
F. W. Fwing, M. D., Terral, Okla. 


We understand by the term ‘‘intestinal indigestion,’’ any perversion 
of the normal processes of digestion, occurring within the intestinal canal. 

It has been suggested by several writers, that the varieties of intes- 
tinal indigestion be designated, as ‘‘intestinal dystripsia’’ for those cases, 
due to disturbed activity of the intestine itself, and ‘‘hepatic dystripsia’’ 
or ‘‘pancreatic dystripsia’’ when the disturbance is dependent upon the dis- 
turbed function of the liver or pancreas. 

Differentiating between intestinal and gastric indigestion, is some- 
times rendered very difficult, by a dilated or prolapsed stomach. 

Intestinal indigestion may be due to abnormal secretion, abnormal ab- 
sorption and abnormal peristalsis. 

In some cases only one of these conditions may be present, but in a 
majority of cases, two, or all three may be present. 

In order that we may more intelligently discuss this subject, | shall 
classify and subdivide the various types of this disorder in the following 
order: 

Intestinal indigestion, due to pathologico-anatomical alterations in the 
structure of the intestinal walls, nerves or blood vessels. 

Intestinal indigestion due to absence or deficiency of the intestinal di- 
gestive secretions. 

Intestinal indigestion due to excessive motility of the bowel. 

Intestinal indigestion due to abnormal bacterial activity. 

Intestinal indigestion due to abnormal gastrie chemistry. 
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Intestinal indigestion due to abnormal substances or irritants reaching 
the intestinal canal from the blood. 

Intestinal indigestion of nervous origin. 

Intestinal indigestion due to intestinal parisites. 

In intestinal indigestion due to excessive motility of the bowel. 

To go inte an extended discussion of this subject would oceupy too 
much space, therefore i shall touch only the more important points. 

Intestinal indigestion due to pathologico-anatomical alteration in the 
structure of intestinal walls, lymphatics, blood-vessels and nerves. In this 
class we have enteritis, both acute and chronic, phlegmonous, diphtheritic, or 
membranous enteritis. Most all forms of enteritis may be classified into 
two groups; first, those forms caused by pathogenic micro-organisms, 
these may he designated infectious catarrhs. Second, those forms caused 
by chemical poisons, and should be designated intoxicational catarrhs. 

Cold, gall-stones, hardened fecal masses, colitis, intestinal uleers nev- 
plasms, obstructions and displacements may produce intestinal indigestion, 
and properly belong in this classification. 

Intestinal indigestion may be caused by abnormalities of the three 
principal intestinal secretions, the bile, the pancreatic juice and the succus 
entericus. 

The influence of bile on intestinal digestion is not fully agreed upon 
by all writers, but there can be no doubt that exclusion of bile from the 
intestinal tract reduces the absorption of fats materially, and that the ex- 
cretion of a normal quantity of bile is a necessary adjunct to intestinal 
digestion. 

The pancreatic juice is the principal factor in intestinal digestion. The 
most important constituents are the ferments. 

Amylopsin, an amylolytic enzyme, converts starch into maltose, then 
glucose, cane sugar into grape sugar but does not change milk sugar. 
Steapsin, a lipolytic ferment, which splits the ‘fats into fatty acids and 
glycerine. 

Trypsin aproteolytic ferment which changes proteids into albumoses 
and peptones. , 

The sueccus entericus, consists of water, albumin, mucin and salts. 

Ptvalin and an inverting enzyme have been discovered, it neutralizes 
the acids formed by the fermentation of the carbohydrates and aids peris- 
talsis. 

Intestinal indigestion may be caused by indiscretion in diet, the diet 
may be too excessive for the gastric secretion to transform, it may be nor- 
mal in quantity but unhealthfully mixed so that it may contain too large 
a proportion of fat, carbohydrate, or proteid; it may contain food in a 
state of putrefaction or fermentation. 

Condiments and drugs are frequently a caustive agent in the produe- 
tion of intestinal indigestion, among them are pepper, mustard, and ginger, 
the bromids, salicylate of soda, the bismuth salts, iron, belladona, bicarbon- 
ate of soda and HCL with pepsin. 

Intestinal indigestion may be produced by abnormal bacterial activity. 

It has been conclusively shown that the presence of bacteria in the 
intestine is not absolutely necessary to digestion and animal life, but 
it seems to be necessary for a certain amount of bacteria to be present 
hefore the scheme of intestinal digestion is perfect; on the other hand, an 
excessive bacterial activity is harmful as will be seen in the infective 
diarrhoeas. 

The question of the normal or abnormal conditions that may accom- 
pany bacterial activity, seems as vet undecided. 
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Intestinal indigestion may be due to abnormal gastric chemistry as is 
well known from the intestinal meteorism and disturbance of peristalsis, 
both hyper and hypoperistalsis—which follow on gastric hyperchlohydria, 
and the frequent diarrhoeas observed in connection achylia gastrica. 

Intestinal indigestion of nervous origin is considered by some writers 
as resulting from a combination of various intestinal neuroses depending 
part on functional weakness and partly on exaggerated irritability of the 
vago-sympathetic fibres of the intestine, these cases exhibit a very capricious 
behavior of the intestine, constipation or diarrhoea may alternate in the 
most surprising manner, and without any assignable cause, and at times 
the most indigestible food may be taken in large quantities and excel- 
lently digested. 

Intestinal indigestion may be caused by irritants reaching the intes- 
tinal canal from the blood; that toxins may be excreted through the walls 
of the intestine is a well known fact; these toxins may be the product of 
uremia, septicemia, gout, scurvy or leukemia, or there may be certain 
poisons excreted through the intestinal mucosa, such as mercury. Whether 
or not these processes go far enough to produce formation of ulcer, they 
may irritate the mucosa sufficiently to cause disturbance of secretion and 
absorption. 

Whenever intestinal indigestion has existed for a considerable time on 
purely functional basis, it may eventuate into a disease with definite 
anatomical alterations. One of the most common symptoms is augmented 
intestinal peristalsis as a result of irritation by fermentative masses. 

A condition results in which the contents of the upper bowel are 
hurried through the entire intestine in an unaltered condition—stools may 
present the same properties as are characteristic of the contents of the 
jejunum, which are normally thick, but liquid and gellatinous. 

The stools in intestinal indigestion may present the same characteris- 
tics, they consist of feces mixed with unaltered food, and a large amount 
of glassy frog-spawn-like mucous. 

As mucous is considered a sign of catarrh, we are called upon to dis- 
tinguish the mucous in jejunal diarrhoea, from that passed in catarrhal 
inflammation of the bowel. 

The following features will serve for the differentiation : 

The jejunal stool is generally of an acid reaction, has only a slight 
fecal odor, and is very rich in bile pigment, while the mucous in genuine 
catarrhal inflammation is not especially rich in bile pigments, frequently 
contains none at all, but contains epithelia and round cells which are ab- 
sent in the jejunal stools. 

The most effective method of beginning the treatment of intestinal in- 
digestion is to first clean up the intestinal tract; this can be very well 
accomplished by epsom salts or castor oil, then, if the patient be an adult 
and fairly well nourished, withhold all food for a period of forty-eight 
hours, then the diet should be resumed and should be selected according to 
information, given by gastric test meals and examinations of the stools. 

When there is excessive bacterial activity, the various intestinal anti- 
septics have been advocated; however, I find that a great majority of my 
eases get along satisfactorily without them; I have seen serious results 
follow the use of irritant antiseptics. 

Perhaps the most available of these antiseptics are bismuth salicylate 
and subgallate, thymol, menthol, salol and calomel; creosote, even in small 
doses, is likely to seriously derange the stomach in this class of patients. 

To sum up, in the treatment of intestinal indigestion. as in the treat- 
ment of all other diseases, look well to the exact cause of the existing 
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condition, use the test meal, examine the stools, and make a thorough 
physical examination of your patient, then clean up the intestinal canal, 
regulate the diet and positively interdict all excesses. 

If intestinal parasites are present, remove- them; if the trouble is of 
nervous origin, direct your efforts towards the upbuilding of the vital 
forees, or whatever the direct caustive agent may be in the existing con- 
dition direct your whole efforts to its removal. 





ENTEROPTOSIS AS A FACTOR IN INDIGESTION. 
Dr. H. P. Wilson, Wynnewood, Oklahoma. 


It has been truly said, the localization and differentiation of the con- 
tents of the abdominal cavity, normal or abnormal, is to some physicians 
shrouded in mystery, to others an unfamiliar region, and to the expert 
at times it is a riddle, the solution of which can only be accomplished by 
exploration either ante or post mortem. Armed with this knowledge the 
alert physician or student is stimulated to greater care and closer study 
of every method and detail which will aid him in arriving at a correct 
interpretation of existing conditions. 

As a result of such exhaustive study, Glenard, in 1885, published and 
described a condition characterized by a prolapse of part or all of the intra 
abdominal organs productive of a definite groupe of symptoms to which 
he gave the name ‘‘Enteroptosia,’’ and which still bears the author's name. 

Some have written very learnedly of the pathogenesis of enteroptosis. 
Of the broad and fundamental conception of it as an inherited constitu- 
tional abnormality which has been handed down from generation to gen- 
eration, an entity of pathology represented by that peculiar anatomical 
deformity of the chest wherein the length of the chest is increased and the 
circumference of the lower portion is much diminished, so that the viscera 
cannot occupy its normal position as there is no room in this narrowed 
bony structure and as a general result ‘‘Ptosis.’’ 

Such pathology as this which has been in process of evolution for so 
many years through one generation after another and is not yet in har- 
mony with the forces of nature and no hope of ever harmonizing them, 1 
can see no reason why we should pursue the phantom further. If it has 
not yet reached the border line of physiology, I fear it will never do so. 

From my feeble way of thinking, | am sure we have an acquired en- 
teroptosis, though this is doubted by some and denied by others; still, like 
the poor, they are always with us, some among the young, some among 
the middle-aged, and a few among the old. It does not require a very 
diligent search to determine the causes, viz.: In the younger set, custom 
of dress; in those a little older, pregnancies and wasting diseases, and the 
old, excess of fat. 

In the young: The girl at puberty has been accustomed to spending 
much time out doors, indulging much in our-door sports, running, jump- 
ing, and frollicking like a boy, but a change has come; her menses is 
here and begins to drain the system. Relentless custom compresses her 
within a corset, her clothing is no longer suspended from her shoulders, 
but hung from her waist by tightly drawn bands, the light. short skirts 
have been exchanged for long, heavy, trailing dresses, and thus the rosy- 
cheeked, plump, vivacious miss, harrassed, haltered and harnessed, is hid- 
den away to be exhibited only on special occasions. 

Do you wonder that ere long she becomes an enemic, dyspeptic, con- 
stipated, nervous and sleepless invalid? Beholding her now we are led to 
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exclaim, as did Homer: ‘*The belly is the most commandmg part of the 
body.”’ 

Again: Repeated pregnancies, with over distention of the abdominal 
walls by the pregnant uterus. stretching its muscles and fibrous structures 
to such an extent that after the uterus has been emptied, the abdominal 
walls will be lax and does not easily regain its former tonicity, since the 
structures do not contract readily and the intra-abdominal pressure tend 
strongly to prevent its return to its former capacity. 

Now add to this a weakened perineum, thus destroying the pelvic sup- 
ports, the woman leaves her bed, to assume an upright position, her intes- 
tines become loaded, she has put on a corset. tightened her waist-bands 
around her waist. thus the weight of her clothing drags down her stomach, 
colon, intestines, and from lack of intra abdominal tension necessary for 
their support, the kidneys and sometimes the liver and spleen, through the 
elongation of their fibrous attachments, sink down, thus completing the 
process of visceral ptosis. 

One other class | must mention Those of much inter abdominal fat. 
This person suffers from typhoid fever, or other wasting disease all the 
surplus adipose is used up, the abdominal wall is left lax, intra abdominal 
pressure is low, convalescence is established, large amounts of food is taken 
which is not digested nor appropriated, the bowels are over loaded, the 
erect position is assumed while yet the ligaments of the abdominal organs 
are weak, and what could happen save ptosis of some or all concerned 
organs? 

We must not forget that not all who suffer thus are women, but 
rather more men of the latter class. What are the inevitable results? 
With the contents of the abdominal cavity thus displaced; the kidneys 
wandering from their moorings, liver with its weighty structures swung 
from its slender ligaments, stomach often times much dilated and on too 
low a level, both ascénding and deseending colons shortened or on a stretch, 
the transverse colon sagging in its center producing acute angles at the 
hepatie and splenic flexures, the small intestines lowered within the cav- 
ity, and the lower abdominal wall sagging and bulging, we have through 
abnormal positions disturbing the physiological equilibrium, which normally 
prevails, and substituting a pathology which has baffled all efforts of na- 
ture to harmonize and restore. 

What results naturally follow? Aside from the facet that nature ab- 
hors these abnormalities the circulation is much disturbed, the veins are 
compressed, and prevents the return flow from the parts with stasis re- 
sulting, another part is stretched, the arterial flow is not hindered but the 
veins are narrowed and again stasis follows. Further, with the distortion 
and compression of the organs, come distortion of the vessels and engorge- 
ment results. 

A degree of stasis prevails throughout the portal vein and its tribu- 
taries, and thus the mesenteries are constantly filled and over-weighted. Now 
add to this the extra tension of the nerve supply. Here the nerve is com- 
pressed, there it is stretched. Now it is stimulated and overworked, and 
now paralyzed and quietude reigns. Now crying in vain for nutrition, 
sending its pleadings in the shape of pain throughout the body and no- 
where is satisfaction to be realized. Motor impulse is olst, peralstasis par- 
alyzed, impaired function is the inevitable result. 

The stomach. when it is distended, loses its muscular tonicity, which 
means that it is in a condition of atony. It cannot contract around the 
ingesta in the normal manner; on the contrary it gives way to the pres- 
sure and weight of its contents, its greater curvature becomes distended 
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and sinks down, its capacity becomes greater, and its walls thinner with 
the result of weakened peristalsis and contractions. Add to this a con 
tinual passive congestion which in turn produces a chronic hyperemia, and 
we have the principal canse of the frequent catarrh of the stomach and in- 
testines. 

Is this pathology enough to influence what would otherwise be nor- 
mal digestion? The symptoms complex produced by enteroptosis pertain- 
ing to the process of digestion are variously interpreted and understood. 

The physician detects a gastroptosis with the concomitant symptoms of 
chronic indigestion, pain, distress and flatulency, nausea and vomiting, tachy 
cardia, anorexia, belching gas, dread of foods—he declares at once that this 
gastroptosis causes the indigestion. 

The surgeon in his careful and painstaking search for pathology d’s- 
covers a kidney floating recklessly about in the abdomen. He readil; 
elicits a history of one painful attack following another with those ever- 
present gastric disturbances, nausea, vomiting, great nervousness with pros- 
tration; Dietl’s crisis is recognized and he at once refers these gastric dis- 
turbances to reflex influences set in motion by the intruding kidney. Throw 
on the flash light and parade the clinical picture of gastroptosis or nephrop- 
tisis before the gynecologist and how certainly he disesvers the peculiar 
resemblance of these symptoms to those of a retroflexed uterus. In the one 
case the stomach is at fault, in the second the kidney is to blame, and last 
the uterus is the treacherous offender. 

Now may | not ask: If the ptosis of these organs, taken singularly and 
alone, produce all the deleterious conditions ascribed to them—and we can- 
not doubt but that they do to some extent, at least—how much more will 
the effect be exaggerated when the ptosis of all these organs is taken col- 
lectively ? 


DIGESTIVE DISTURBANCES OF GASTRIC AND DUODENAL ULCER. 
By A. L. Blesh. M. D. 
Chief of Staff and Surgeon-in-Chief to Wesley Hospital ; 
Chief of Staff of Holmes Homes of Redeeming Love, 
Oklahoma City, Oklahoma. 

Under the flag of “‘indigestion, dyspepsia and stomach trouble’’ have 
sailed many diseases which modern, progressive surgery has classified and 
placed upon a demonstrable pathological basis. Within the last decade, the 
purely functional ‘‘indigestion’’ has been practically limited to purely tran- 
sient disturbances. As a matter that has been surgically demonstrated over 
and over again, almost all of the *‘persistent severe’’ cases have to do with 
some form of demonstrable lesion of the stomach, duodenum biliary tract, 
pancreas or colon, including the appendix. Not the smallest offender in 
my experience, is the matter of colonic stasis, be the cause what it may, 
with the resuitant toxemia. When to these is added the various toxie gas- 
trites, approximately ail the ‘‘severe persistent’’ types of digestive dis- 
turbances are covered. 

My part in this symposium is to deal with the digestive disturbances 
incident to gastric and duodenal ulcer. With some limitation and modi- 
fication the quotation heading this paper, applies as well to gastric and es- 
pecially pyloric uleer as to that of the duodenum. 

A few remarks relative to the newer conception of the etiology of 
ulcers of this region may facilitate a clearer conception of the pathology 
and its symptomatic manifestation. It is now quite clear to us that various 
bacteremias play an important role in the local infections whatever the de- 
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termining localizing factor may be—trauma, or the many retrograde evolu- 
tionary processes concerning which we as yet really know so little, but 
colon bacillus bacteriemia is one of the commonest of these and is favored 
and induced by every factor which favors colonic stasis. Aside from acute 
and chronic adhesion obstructions, a copro-stasis nearly always has to do 
with the colon, the natural home of the colon bacillus. In a series of blood 
examinations undertaken for this purpose. the writer was astonished at the 
frequency of this condition of colon bacillus bacteremia. 

It is not surprising that the colon bacillus often localizes within the 
abdominal cavity, proximity as well as the blood stream will account for 
this. That is to say direct extension is added to a hematogenesis.. After 
an attack of dysentery, the writer once saw a pure colon bacillus abscess 
develop in the knee joint of a little girl, following traumatism. 

The pylorus and duodenum may be considered functionally as one or- 
gan and in this sense represent to a degree the gizard of a fowl and as 
such is exposed to more or less traumatism, thus favoring bacterial localiza- 
tion. But, too. we must not forget that in the severe types of colonie 
stasis, we may be dealing also with a direct infection. 

How Do Ulcers of the Stomach and Duodenum Manifest Themselves 
Clinically? 

The symptoms vary wtih the location and acuteness or chronicity. 

Acute uleer more commonly oceurs in young chlorotic girls and lo- 
cates by preference in the stomach. According to Quincke and Daetwyler 
anaemic conditions predispose largely through diminished existence. A 
diagnosis of acute uleer of this type offers no difficulty and is rarely con- 
fused with or treated for ‘‘dyspepsia.”’ Hematemesis and tarry stools are 
frequent, but perforation comparatively rare. On the other hand, chronic 
ulcer, which when of the stomach, is found of about equal frequency in 
the sexes; when of the duodenum, more frequently in the male, is com- 
monly undiagnosed as such and treated as a functional disturbance fre- 
quently until the stomach hangs as a great inert bag as far as the pelvis. 
The syndrome of pain upon the ingestion of food, the interval varying with 
the location of the ulcer, vomiting, hyperchlorhydria, toxemia and often 
emaciation being interpreted variously as some type of indigestion. When 
the ulcer is duodenal], it is usually worse in winter, so that the term ‘*‘ win- 
ter dyspepsia’’ has even found its may into the literature of the subject. 
Microsopic hematemesis and melena are not so common as to be depend- 
able, no matter what the average text book says concerning the matter. 
Acute ulcer never leads to pyloric stenosis and is, as a rule, a medical dis- 
ease, while chronic ulcer, no mater where located, is always surgical as 
soon as the diagnosis is made. 

Decubitus pain is of more or less significance in pointing out the loca- 
tion of the ulcer. A pyloric or duodenal ulcer gives rise to more pain when 
the patient lies on the right side, while the cardiac uleer is more painful 
with the patient on the left side. An ulcer on the posterior wall of the 
stomach or duodenum is more painful in the dors:] ducubitus and the pa- 
tient will often lie on his abdomen for relief, while the prone position ex- 
aggerates the pain of the anterior wall ulcer. The reason for this is purely 
mechanical—-the p sition bringing the irritating acid stomach contents in 
more intimate contact with the uleer surface. 

In the acute type of ulcer, the emergencies requiring surgery are per. 
foration and hemorrhage, while the chronic offers in addition, pyloric 
stenosis and motor insufficiency. 


‘What Are the General Symptoms Common To All Types Which So Mimic 
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Indigestion As To Lead To Deception? 

Aside from the occasional ‘‘latent’ ulcer, all of them give rise to 
hyperchlorhydria, gaseous eructations, which are sometimes so acid as to 
‘‘set the teeth on edge,’’ a sense of fullness in the epigastrium which is 
most manifest at varying periods after eating, no maticr how liitle. ‘These 
patients often complain of ‘‘heart burn,”’ an «hsvle'e term, yet lingering 
in the literature. Pain is by no means always present. the feeling is often 
more one of discomfort after meals—a sense of stomach distension. in 
duodenal location whether the sensation is that o* pain or discomfort, full- 
ness or tension, it apepars as a rule from two to four hours after food in- 
gestion and is again relieved by taking food into the stomach. Hence it 
is often referred to as ‘‘hunger pain.’’ These patients are in the habit of 
carrying a cracker or some other article of diet in their pocket with which 
to relieve themselves. Others are in the habit of taking soda or some 
othe alkali. These form the eases of ‘acid indigestion’’ of the old nomen- 
elature. The ‘“‘heart burn’”’ is due to hyperchlorhydria. By this term is 
meant the presence of an excess of free hydro-chloric acid in the stomach 
content—a hyper-secretion above the normal amount. In the process of 
normal digestion, there is always present a certain amount of this acid 
free in excess of that required for proteid digestion. Within certain limits 
therefore, it occasions no symptoms, whereas in excess of certain limits, 
it gives rise to the burning sensation characterized by the laity as “‘heart 
burn’’ as well as to acid eructations. 

Gastralgia, so-called, is another of the symptoms, which, lingering in the 
nomenclature as a relic of a by-gone era, has often been treated as an 
entity. It is a serious question in the mind of the writer whether such a 
disease is gastralgia without an organic or better still, a pathologic basis, 
exists at all. At any rate, it has been a matter of observation verified at 
the operating table, that all patients manifesting this symptom coming to 
operation, have exhibited a demonstrable lesion of the stomach, duodenum, 
gall-tract or pancreas. It is a frequent manifestation of gastric and duo- 
denal ulcer and is then due probably to pyloric spasm, just as the pain and 
often gastralgia is due to duct spasm in cholelithiasis. 

Gastro-succorrhoea will be more frequently found as a temporary and 
variable symptom, where pyloric spasm is pronounced, as a permanent and 
well defined symptom where pyloric stenosis is constant, that is where 
cicatricial stricture with sequential stomach dilation is present 

Vomiting may or may not be present and is of two kinds: First, the 
irritable vomiting, due to the mechanical irritation of the ulcer itself and 
to the accompanying gastritis due to the hyperacidity. This often mas- 
querades under the euphonious appellation ‘‘nervous dyspepsia.’’ Second, 
the retention vomit resulting from pyloric stricture. This is practically al- 
ways periodic in character, occurs late in the disease and consists of fer- 
menting putrefactive food stuffs ingested frequently several days before. 
The absorption of toxines gives these patients a sallow, blotched complex- 
ion and as a rule they are emaciated. In this picture, we see the not in- 
frequent ‘‘bilious dyspepsia.”’ 

In the former the vomitus consists of a highly acid ingesta and stomach 
mucus with or without blood and while the patients are pallid and often 
anaemic, they do not exhibit the emaciation and the ‘‘liver spots’’ so called 
that we so often see in the victim of chronic ulcer with pyloric stenosis 
aud motor insufficiency with consequent retention and toxemia. ‘‘ Liver 
spots’’ is another of the loose terms so often used by the laity, and unfor- 
tunately also not infrequently by the profession. The liver itself has noth- 
ing whatever to do with their presence, but they owe their existence to 
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toxemia and often maloutrition. The breath becomes foul, the tongue coat- 
ed, the skin dry and mottled, and the eves lack lustre. Too often we have 
been mislead into treating this syndrome as ‘“‘bilious dyspepsia’ and the 
mimicry of the recurring attacks confirm us in this error. In by far the 
larger percent of these cases, the disease is actually surgical and indeed 
will often be found to depend on an old chronic ulcer with stenosis. 

Constipation is a condition which is frequently present and more often 
constitutes a symptom rather than a disease. Arbuthnot Lane's work goes 
to prove that it is often an active etiologic factor in the causation of gas- 
trie and duodenal uleer. It continues throughout the disease as a rule, and 
is often considered as one of the most important symptoms of indigestion 
against which an arsenal of remedies have been aimed. <As long as the 
pylorus is pernious at all, the patient is slugged with calomel and other 
‘cholagogues’’ which temporarily relieve by whipping up peristalsis and 
thus forcing the stomach contents through the narrowed pyloric opening in 
part, and in part by exciting vomiting and altogether by unloading the de- 
composing mass in the stomach all of which would be better and more 
surely and quickly accomplished by means —f the stomach tube and free 
lavage. 

How much of the older conception of the syndrome called dyspepsia 
will remain, when it has finally been resolved into its many etiological fac- 
tors, | am not.prepared to say, but | feel quite sure that the residuum 
will not be large. I also feel sure that the future will disclose that the 
colon is more to blame than we are at present inclined to admit or as yet 
able to prove. Whether this is to be dealt with radically as proposed by 
Lane, or by some other means, is yet a problem of the future. 

A case of mine, an appendicostomy, done several years ago for a chronic 
colitis, has given me much food for thought along these lines. This patient 
keeps himself free from toxemia by flushing the colon from above down- 
ward. This he does without pain and effectually, the opening never leaks, 
and at any time that it is desired, the opening can be easily closed by 
merely cauterizing the mucosa. It may be that this operation might be ex- 
tended to cover a wider field, since its performance is attended by prac- 
tically no pain and by but little loss of time. 


DISEASES OF THE GALL BLADDER AND OF THE PANCREAS. AS 
FACTORS. IN INDIGESTION. 


By. LeRoy Long, M. D., McAlester, Okla. 


On account of the intimate association of the organs of the upper ab 
domen —through contiguity, through actual anatomical continuity and 
through a common source of innervation—interference with the normal 
function of digestion is one of the most constant symptoms of patholgical 
processes in this area. This may be true for a long time before the appear- 
ance of typical, leading symptoms and signs which clearly point to the in. 
volyment of some particular organ. On account of this fact it is highly 
important that the symptoms be carefully analyzed in order that a correct 
conclusion may be reached before the development of tissue changes that 
make it diffieult, if they do not actually preclude, a restoration of norma! 
function. 

In the investigation of chronic indigestion a matter of the greatest im- 
portance is the careful, painstaking effort to secure a correct history—how 
the early symptoms appeared; the relation they sustained to each other, 
the relation they sustained to the taking of food, the effect of different 
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kinds of food upon their severity. A careful history-taking will go a long 
way toward making a differential diagnosis. 

The symptoms produced by disease of the gall bladder will of neces- 
sity depend altogether upon the character and severity of the disease. A 
mild cholecystitis without stones will not give the same symptoms as an 
inflamed gall bladder full of stones; nor wiil a gall bladder full of stones 
give the same symptoms as a stone in the common duct. 

In the days of pioneer gall bladder surgery we carried in our minds 
a typical picture. Even up to a few years ago the average text book de- 
scription of gall bladder disease gives the greater color to that part of the 
picture representing the typical symptoms of cholelithiasis of a positive and 
advanced type. But today a new literature is being written—a literature 
based upon a study of living pathology. 

We cannot lay down certain symptoms and designate them as sym)-* 
toms of disease of the gall bladder, for gall bladder disease left alone goes 
step by step, month after month, from one grade of pathology to another, 
and as the pathology changes, so do the symptoms, likewise, of necessity 
change—change and become more pronounced. 

It is now most generally believed that infection of the gall bladder 
takes place through the blood. it is a hematogenous infection. Bacteria 
are carried to the liver through the portal circulation, then they find their 
way into the bile as it comes away from the liver. It was formerly thought 
that bacteria would not live in bile, but we now know that many species 
multiply in it. Some of the bile goes into the gall bladder, which has a 
capacity of about one and one-half ounces. The gall bladder having but 
little inherent contractile power, practically the same bile may remain in 
it for a long time. It becomes mixed with mucous. It is now a still better 
culture medium. The bacteria multiply. The mucous membrane is at- 
tacked. There is an exfoliation of its’ epithelium. It is the be 
ginning of a pathological process, and as the pathology begins, symptoms 
begin to appear—-vague, obscure symptoms, but none the less significant; 
none the less important. There is fullness after meals; there is wind on 
the stomach. The patient belches and is relieved. The pathology goes on. 
Larger areas of the mucous membrane are stripped of epithelium. To the 
fullness and weight in the stomach may be added nausea. There may be 
spitting up of the food. A little later there may be attacks of vomiting. 
The patient thinks it a “‘bilious attack.’’ A cathartic followed by a re- 
stricted diet relieves matters for a little while. Shortly the distress is for- 
gotten, followed by indiscreet eating. The stomach rebels. This time there 
is transient fever. There is tenderness in the epigastrium. From now on 
the symptoms referable to the stomach are present most of the time. There 
may be a period of relief when the stomach is empty, but when food is 
taken trouble begins— and it begins quickly. Frequently a patient who is 
the subject of disease of the gall bladder begins to feel the distress before 
the meal is finished: occasionally he leaves the table on account of it, some- 
times going to the extent of inducing vomiting in order to get relief. 

Herein is an important distinction from ulcer. In ulcer, be it of the 
stomach or of the duodenum, there is nearly always a period of ease after 
taking food. This is particularly true of duodenal ulcer; it is usually true 
of gastric uleer. In gastrie ulcer the period of ease may be one to two 
hours after taking food; in duodenal ulcer, from one and one-half to four 
and one-half hours. In gall bladder disease the distress comes on quickly— 
fullness, distention, weight—usually within half an hour. In ulcer, then, 
fiod relieves the distress; in gall bladder disease, it brings on distress. 

As the infection continues the exfoliated epithelium gathers into mi- 
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nute clumps or masses, and these form nuclei, around which cholesterin 
erystals cling. The process continuing, stones are formed. During the ex- 
tension of the inflamation, whether stones are formed or not, there is lo- 
eal tenderness at Abraham’s or Robson’s point: there may be tenderness 
under the rib margin, with pain radiating to the back, mostly on the right 
side; in rare cases it may be on the left side, or on both sides. If the ducts 
become infected, there is fever, for the reason that in this location Iym- 
phatics are more plentiful and more rapid absorption of infective material 
takes place. In the body, or fundus of the gall bladder, the lymphatics 
are so few that there is but little absorption. 

If stones are present, all the above symptoms are enhanced. If a stone 
should become fixed in the opening of the cystic duct, there is agonizing 
pain. The gall bladder distends on account of being quickly filled with 
serum and mucous. As it distends the contour at the junction —f the cystic 
duct changes. and if the stone is not firmly fixed, it falls back into the 
gall bladder, and the attack is suddenly over. This is the typical paroxysmal 
gall stone colic. 

If the stone has gone through the cystic duct ints the choledochus, the 
flow of bile is obstructed and jaundice appears. Severe pain, followed by 
jaundice, is generally a reliable symptom of stone in the common duct. 

Now these last described symptoms are the terminal symptoms of gall 
bladder disease. [n this stage there may be important—probably irreme- 
dial—pathological changes. During the months or years covered by the 
history leading up to this point, inflamatory adhesions have been formed, 
thus mechanically crippling adjoining organs. A stone may be fixed in the 
cholodochus, or the infective process may have already begun the invasion 
of the pancreas, which is another, and most important, terminal result. 

The subject of chronic pancreatitis has received a great deal of atten- 
tion during the last few years. By degrees the truth has been forced upon 
the surgeon through what he finds at the operating table. What was once 
considered malignant disease of the head of the pancreas is now known to 
be, in most cases, a chronic inflamation. Again, we are coming to know 
that there may be in pancreatic diseases, just as in gall bladder diseases, 
a mild degree of involvment—involvment sufficient to produce the early, ob- 
scure symptoms, but in which there are no very marked gross changes in 
size found upon an exploration of the upper abdomen. Still, we have seen 
these patients in whom it was hard to fix the pathology; patients in whom 
we were not able to find satisfactory cause for the symptoms, get well 
after a cholecystostomy. And again, we are able to recall cases operated 
in which, in addition to gall bladder disease of one type or another, there 
was a distinct swelling of the head of the pancreas—sometimes very pro- 
nounced—and believing that there was a carcinomatous process, we have 
put a tube in the gall bladder and closed the abdomen with a bad prog- 
nosis; still we have seen these same patients relieved quickly of their di- 
gestive symptoms and go on to a prompt symptomatic recovery. The im- 
portant result has been that men doing much abdominal work have put 
their observations together and have reached the conclusion that in the 
pancreas ‘‘inflammatory changes are much more frequent than anyone had 
hitherto surmised’ (Deaver). 

After the pioneer work of Fitz there have been important contributions 
to the subject of pancreatitis by Korte, Oser, Lancereaux, Opie, Moyniham, 
Robson, Cammidge, Truart, Lazarus, and, more recently, and of the great- 
est importance from the standpoint of clinical pathology and proper treat- 
ment, Deaver. 

The diagnosis of chronic pancreatitis is, it is agreed by most clinicians, 
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very difficult. Opie is inclined to look upon it as exceedingly difficult, 
while Cammidge and Robson, on the other hand, assert that after a careful 
examination as to history and progress, together with a microscopical and 
chemical examination of the excreta, the diagnosis should be made in a 
large majority of the cases. Deaver, referring to these two views of the 
matter, declares that he occupies middle ground; that the diagnosis is ‘‘not 
too difficult to attempt.”’ 

It seems to be agreed by all who have made sufficient investigation 
to give their conclusions weight that in the great majority of cases of 
chronic pancreatitis there has been a pre-existing pathology of the gall 
bladder, or bile tract area, and in that case the pancreatitis would neces- 
sarily be preceded by the symptoms of the primary trouble. There are, 
however, cases of chronic pancreatitis which are not associated with gall 
bladder disease, and !eaver makes an analysis of symptoms in this class 
in order to arrive as nearly as possible to a correct conclusion as to what 
symptoms depend altogether upon inflammation of the pancreas. His paper, 
published in the Journal of the A. M. A., April 15, 1911, is a remarkable 
and valuable contribution to this important subject. Those interested in 
detail, I refer to this article. I shall content myself by calling attention 
to some of the more salient points. 

The patient generally comes on account of disturbances of digestion 
in connection with which there may be pain, nausea, and jaundice. But 
these symptoms have been preceded by others less pronounced. There may 
be a history of habits of eating or drinking which would cause irritation 
of stomach, or duodenum. The patient, when reminded of it, may be able 
to recall ovcasional symptoms of indigestion existing over a considerable 
period of time. 

Pain is present in practically all of the fully developed cases. How. 
ever, attention is called to the probability that in the early history there 
may be little or no pain. It may vary from a simple sense of weight, tight- 
ness and fullness, to an aching, or it may be even sharp or colicky in 
character. Its location is not particularly characteristic, being in a general 
way in the epigastric region. One of the most significant features is that 
it is not affected by taking food. In this way it differs from the pain 
found in connection with gall bladder or ulcer. It is probably enhanced 
by the ingestion of carbohydrates. 

Nausea, with occasional vomiting, is nearly as constant as pain, and in 
many cases precedes the pain. This may be explained from the fact that 
in practically all cases, organs more closely associated with the stomach 
have been diseased before the pancreatitis developed—cases not associated 
with cholelithiasis, but few in number, are likely preceded by some in- 
fectious condition of gastric or duodenal mucous surfaces. 

Jaundice has been found in nearly two-thirds of the cases, even in 
the cases not associated with gall bladder disease. This may be explained 
by reference to the anatomical relation of the choledochus to the head of 
the pancreas. In approximately two-thirds of the cases the duct is sur- 
rounded by the tissue of the pancreatic head. When it is inflamed the re- 
sultant swelling causes it to squeeze the duct with the result that there is 
a mechanical obstruction to the passage of the bile, and jaundice follows. 
Deaver remarks that “‘it is certain that many cases of so-called catarrhal 
jaundice may be explained in this manner.’ 

it must not be forgotten that in many cases the absence of jaundice 
is not inconsistent with the existence of pancreatic inflamation—this on ac- 
count of the lack of constancy in the relation of choledochus to pancreas. 

A few vears ago the announcement was made by Cammidge that he had 
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succeeded in elaborating a test through which it was possible, by an examina- 
tion of the urine, to determine whether pancreatitis existed. He was supported 
in his claims by both Robson and Moyniham, and it was hoped that much 
good might come of it. In the United States, however, investigators—notab- 
ly, at the Mayo elinie and at Deaver’s clinic—-have come to the conclusion 
that the ‘‘Cammidge reaction”’ is not at all reliable. 

In the average case there may be little, or no, fever, except during an 
exacerbation. In most cases there is a history of exacerbations at which 
times there has been fever. usually of a moderate degree, and in a few 
eases chilliness and sweats. 

In the early stages too much importance must not be placed upon the 
eharacter of the stools. In the classical description the sto cls are referred 
to as ‘‘frequent bulky motions, pale in color, offensive and obviously 
greasy.’’ but it has been pointed out by Robson and Cammidge that such 
stools are seen only in advanced conditions. 

Not very much positive information may be obtained from the physi- 
eal examination. The gland is a retro-perit-neal organ. Palpation through 
the abdominal wall and interposing viscera is so unsatisfactory that even 
in the cases of considerable enlargement it is difficult or quite impossible 
to make out. During an exacerbation there is likely to be tenderness and 
rigidity in the epigastrium. In very thin subjecis with considerable en- 
largement it is possible to feel an indistinct mass when the examination i+ 
made during the quiescent state, when the abdominal wall is flaccid. 

Fortunately from a diagnostic point of view, the large majority of the 
cases are associated with disease of the biliary tract. This gives a good 
starting point from which the investigation of symptoms may proceed in 
a more orderly way. 

The treatment of chronic pancreatitis is surgical, and consists in the 
drainage of the pancreatic ducts. Mayo Robson was the first to show 
conclusively that this may be effectually done by drainage of the biliary 
tract. If the organ has not been too nearly destroyed, such drainage will, 
in most instances, result in relief to the patient and restored function of 
the gland. The simplest operation is a cholecystostomy. Drainage should 
be kept up for at least three or four weeks. 

I can think of no more fitting way to terminate this paper than to 
quote the concluding paragraph of the paper of Deaver, referred to above: 

‘“‘The surgeon today makes the same plea for chronic pancreatitis as 
he made twenty vears ago for appendicitis. Send patients early before 
complications create a mortality.” 





DIGESTION AS AFFECTED BY CHRONIC APPENDICITIS 
OR 


WHY DOES CHRONIC APPENDICITIS AFFECT DIGESTION? 
By Millington Smith, M. D., Oklahoma City, Oklahoma. 


The subject allotted me in this symposium is one of the most diffi- 
cult subjects I have endeavored to present. 

This condition is of such frequent occurrence that we, seeing cases of 
it almost daily, pass it by as unimportant—taking so many things for 
granted we have never called a halt long enough to consider and investi- 
gate the real pathology. which is as yet not very well understood. It 
brings to us forcibly the limited knowledge we have, not only of this con- 
dition but many others | might mention. 

When a patient comes to us suffering from indigestion we at once 
begin to seek the cause of this indigestion. First the stomach is thoroughly 
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looked over, contents examined, etc.; if not satisfied, we turn our atten- 
tion to the gall bladder and then if we have not yet found the cause we 
investigate the ever-offending and omnipresent organ—the appendix, which 
is held accountable for a multitude of sins, frequently paying the penalty 
by being removed and in many instances the indigestion is entirely re- 
lieved. 

Now there is a cause for this, and | am going to try, in a crude way, 
to get at this cause. 

We know the appendix is a rudimentary organ, constituting a portion 
of the principal alimentary canal in early embryonic life, later to become 
a useless appendage, at least so far as we know at the present time. Why 
the appendix should be so prominent in the production of digestive dis- 
turbance is only explained through its circulatory and nerve supply. Prir- 
cipally the latter, being directly connected through the distribution of the 
vagus and its connection with the coeliac plexus of the sympathetic nervous 
system. 

We know from our anatomy that the superior mesenteric plexus which 
is a continuation of the coeliac plexus. supplies practically the entire in- 
testinal tract, appendix included; therefore, we can, to some extent, under- 
stand why we get digestive disturbances from a chronic inflamed appendix. 
This digestive disturhance may be caused by the constant contracting of 
the appendicular walls or from just its opposite, a continual pressure from 
within the appendix itself. No doubt the irritation about the ileo-caecal 
junction causes more or less contraction of cecum, along with this spasm 
there is in all probability liberated a certain amount of toxines that con- 
tributes its part in the production of gastric symptoms. 

Upon the same hypothesis we can account for the numerous reflexes 
in women with many pelvic diseases. It is at last summed up by the word 
‘“‘reflex’’—a term broad in its use, a good hiding place for our meager 
knowledge of what the pathogenesis of the term really is. 

As before stated, it is not an unusual occurrence for a patient 
to come to us with the following symptoms: Sour stomach; pain after eat- 
ing; irregularity as to time of pain; more or less tympanites; gasseous 
eructations: ovcasionally acute colicky pain radiating over abdomen; fre- 
quently slight tenderness on pressure over McBurnay’s Point, due to hyper- 
aesthesia gf right lumbar ganglia. In some of these cases emaciation is 
plain to be seen; others nutrition not materially interfered with; constipa- 
tion is the rule, still we sometimes have diarrhoea. Under conditions like 
this we have three principal organs to suspect: Stomach, gall bladder and 
appendix, in the male; in the female, the pelvis as well. 

Those of us doing surgery know how difficult it is to eliminate gastric 
uleer or duodenal; certain types of cholecystitis or gall stones from a 
chronic appendicitis, and no doubt we have been very much humiliated to 
find, in operating, cur diagnosis changed from a suspected stomach or gall 
bladder operation, to one of simple catarrhal or fibroid appendix. 

I cannot refrain at this point from saying that the removal of the ap- 
pendix under conditions as previously stated and its curative effect was 
discovered by chanee! The surgeon investigating the stomach, gall blad- 
der, ete., finally turned his attention to the appendix, removing it more 
for spite than for real reason, accidentally cured his patient of all diges- 
tive disturbances. 

| have examined a number of the latest and best authorities on this 
subject hoping to get comprehensive and definite data upon which I could 
more intelligently explain the pathology of this condition, but failed. I 
have observed this condition so many times in days gone by and semi- 
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contented myself with giving medical treatment. I feel | owe an apology 
to these patients, but along with my host of medical and surgical friends, 
] am not in position to offer same. 

DISCUSSION. 
DR. HARRY E. BREESE, Henryetta: 

1 am glad to hear this medical and surgical symposium. Every doctor 
in the state should read these papers carefully. Fewer mistakes in diag 
noses would be made and more lives saved. 
nosis would be made and more lives saved. 

However, | shall limit myself to the paper by Dr. Smith. After a long 
discussion on appendicitis at the Muskogee meeting, | remarked that diag- 
nosis was the vital study; many of the socalled medicinal cures were bowel 
impaction. .\ very small per cent of true appendicitis ever has a spontane- 
ous cure. 

All surgeons have seen appendicitis or walled off sinuses, containing 
pus, which according to their respective histories, must have contained 
pus, at various times, if not all the time for months or years. 

I like the delicate points of diagnosis in Dr. Smith’s paper relative to 
indigestion. One of my patients gave a history of indigestion and colic of 
years. Of course the attacks were several weeks or months apart, at first, 
but gradually the interval of apparent good health grew shorter and shorter 
till the last year prior to the operation; attacks were about every three to 
six weeks, excruciatingly painful, each attack preceded one to three days 
by a light jaundice, maximum doses of morphine and chloroform were re- 
quired to save death from shock from the seemingly gall stone colic. The 
operation revealed a perfectly normal liver but a highly inflamed appendix, 
in normal position, containing pus. It has now been the larger part of a 
year since operation and the patient regained good health. While ap- 
pendicitis was diagnosed. we also included liver trouble with a probable 
ulcertated duodenum. 


DR. BLESH: In reading this paper, my part of the symposium sv 
carefully thought out and arranged by your chairman, | had hoped that 
the discussion would widen out and that you internists would at least give 
us a ‘‘chase for our money.”’ 

My surgical experience teaches me that when the diagnosis of duodenal 
ulcer has been made the case then and there ceases ts be medical. In mak- 
ing this statement | do not wish to be understood as saying there are no 
eases which will not recover without surgery. What I do say is that we 
have no medical treatment that will in anywise facilitate a cure, and while 
in all probability there are now and again spontaneous recoveries, by far 
the larger majority will sooner or later become imperatively surgical. 
Therefore the sooner we submit them to operation the better the result 
and the less risk f life and health. It is vain to trust to the doctrine 
of lassez faire in the hope of a spontaneous cure for we do not know which 
cases will and which will not so recover. 

QUESTION: You spoke in your paper of acute ulcer and the treat- 
ment of that as medical. When does an acute ulcer become chronic. 

DOCTOR BLESIL: When speaking of an acute ulcer as sometimes 
amenable to medical treatment I referred more especially to acute gastric 
ulcer and not duodenal ulcer. I stated that an acute ulcer may become 
chronic. It is quite sure that the acute ulcer alone is capable of spontane. 
ous cure. When once iarge deposits of cicatricial tissue has oceurred it 
is not likely that we will have a spontaneous cure happer. 
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| am unable to sharply define clinically between an acute and chronic 
ulcer, but the two classes in their extreme manifestations stand out clearly. 
There is a broad line of demarkation between the advanced types by means 
of which we can easily recognize clinically the acute on the one hand and 
the chronic on the other. Ordinarily they offer no difficulty in differ- 
ential diagnosis, but | do not want to be understood as saying that I can 
clinically separate the oen from the other in the border line cases. This 
fact is not only true here, but also in all borderline cases everywhere. 


I wish to repeat that 1 had hoped the internists would take exceptions 
to some of the main propositions in this paper so that an interesting dis- 
cussion might have arisen. | particularly hoped that exception would be 
taken to the statment that ‘‘Every severe, persistent hyporchlohydria IS 
duodenal ulcer.’’ Here lies the crux of the matter, for it is just these 
cases that are so persistently treated as ‘‘acid dyspepsia.’’ Many times 
this is the only symptom that can be elicited without the most careful 
questioning. This symptom so overshadows everything else in the mind 
of the patient that all else is overlooked. Temporary relief is obtained by 
administration of alkalies and antacids and the various proprietary, semi- 
proprietary and patent medicines but the patient never reaches a condi- 
tion wherein he can ‘‘forget’’ that he has a stomach. 


With this in view | repeated this statement to Dr. Moorman before 
coming to this meeting in order to prepare myself for the expected on- 
slaught from ihe internists, but to my surprise, after due deliberation, he 
stated: ‘‘I believe that is correct."" Ten years ago this statement would 
not have gone thus unchallenged and the fact that it does do so speaks 
well for the edueation of the general profession in this matter by the 
surgeon. 

The central idea of this paper is that in the last analysis there is any 
longer scarcely such a pathological entity as ‘‘dyspepsia.’’ Except as a 
symptom the name will soon be dropped from the nomenclature. More and 
more as time goes on will it be eliminated from the literature and it will 
take its true place as descriptive of a symptom behind which may be lurk- 
ing one or more of several pathologic possibilities. Just glance over what 
has been done within the last few years in the way of accomplishing this! 
For years no one thought that gall stones, pancreatitis, appendicitis and 
gastric and duodenal ulcer had any particular thing to do with ‘‘dyspep- 
sia.’’ For vears all this vast realm was terra incognito to all of us. It 
has been only very recently that gastric and especially duodenal ulcer has 
been thought of at all in this connection, They were looked upon as some 
what rare conditions occasionally found during autopsy and absolutely not 
clinically to be diagnosed at all during life. The surgeon has placed upon 
a definite pathologic basis these so-called diesases which have so long sailed 
under the flag of bilious indigestion, dyspepsia and even common old bil- 
jousness. 

Dr. Moorman has proposed that there might be an indigestion due to 
the absence or deficiency of peptic glands in the stomach. But after all 
the stomach has much less to do with digestion proper than we commonly 
think, the main end of this being accomplished in the intestines. The 
stomach may be removed both from the animal and the human being with 
impunity and digestion will continue apparently none the worse. After all, 
the stomach may be considered more as a mixer in which the fo is 
churned up with the acids and secretions, after which it is passed on iuto 
the intestines where the main end of digestion and assimilation is accom- 


plished. 
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DR. W. R. BEVAN, Oklahoma City: 

The terms gastric and intestinal! indigestion are somewhat vague for 
they signify the end result of a condition rather than the condition itself. 

As the science of pathology advances, the number of conditions elassi- 
fied as gastric and intestinal indigestion become less and less. At present, 
however, there are a number of gatric and intestinal disturbances for which 
we know no definite pathology. A certain percentage of this class of cases 
defy all methods of treatment, both medical and surgical, and are benefitted, 
mainly by a close application of dietetic principles. It is a noteworthy fact 
that the science of dietetics has not kept pace with the progress made in 
the other sciences of medicine, and a word or two along this line is all | 
have tu say. 

The chief functions of food, briefly speaking, is either to produce ener- 
gy. or to build tissue, and the food must be of the proper quality and quan- 
tity and must also be properly proportioned between the proteins, carbo- 
hydrates and fats. 

We are inclined too frequently, | fear, when we find these cases of 
gastric and intestinal! indigestion, for which we know no definite pathology, 
to restrict the amount of protein food; but late investigations have shown 
us that a great number of these disturbances are due to the carbohydrates 
and fats, and especially te a lack of a proper ratio between the carbohy- 
drates and fats. For instance, if a patient is consuming large quantities 
of olive oil. butter, etc., and small amounts of carbohydrates, a condition 
known as acidosis develops, and a great many cases of socalled recurrent 
vomiting are vothing more or less than cases of acidosis, and can be cured 
by restricting the amount of fat, or increasing the amount of carbohydrates 
and a few doses of sodium bicarbonate. 

And so on down the line of gastric and intestinal disturbances, we find 
a list of troubles which resist all surgical and purely medical efforts, but 
which may he relieved by applying the science of diateties to their com- 
plaints. 





DOCTOR EWING: I would like to place particular emphasis on the 
definite findings of the particular cause of these intestinal disturbances and 
intestinal indigestion. There are so many features that enter into the gas- 
trie cases, | would like to place particular emphasis there and emphasize 
the necessity of treatment of intestinal indigestion—clean up the intestine 
and carefully diet your patient. 





DOCTOR W. M. JENKINS, Enid: 

Doctor Blesh seems to be disappointed because we didn’t jump on him. 
He enjoys a serap, but we have been with him year after year and he has 
eonverted us all over to his way of thinking about operating on this class 
of cases. He did precipitate a good many scraps by operating on all cases 
of appendicitis. He even acknowledged the fact that some of them would 
get well, but it was the principle that those who would not have gotten 
well that he was clamoring for, and he has converted the association to his 
way of thinking, and that is the reason we didn’t jump on him. 





PELLAGRA. 
By. Chas. R. Hume, Anadarko, Okla. 


Since Dewey sailed into the harbor of Manila in 1898 and our country 
suddenly advanced to a position of prominence, whereby we soon became a 
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world-power, our knowledge of science and scientific subjects as suddenly 
took on a world-wide consideration, 

As a result of this new order of things the science and practice of med 
icine in this country has advanced farther and faster under these new in- 
fluences than any or ail ether professions. 

Tropical diseases formerly not known—or if known by name, not con- 
sidered by us—are now seen in every part of our land. One of the diseases 
which this new order of things has recently brought prominently before 
the profession and public as well is pellagra. 

Forty-eight years ago two cases of probable pellagra, with mental 
symptoms were reported by Doctor Gray of Utica, N. Y.. and Doctor Tay- 
lor, of Summerville, Mass., at the annual meeting of American Asylum Phy- 
sicians, held in Washington, D. C. Except one case reported by Dr. HL. F. 
Harris, of Georgia, and (ne reported by Dr. S. Sherwell, of Chicago, in 
1902, the disease had, from 1864 to 1906 or 1907, entirely disappeared—or 
at least been overlooked by writers in this country. 

If we consult the textbooks published in our country during the past 
half century we shall find this disease generally overlooked, or if de- 
scribed at all, only in a stereotyped manner, and dismissed with the state- 
ment that the disease is common in some parts «f Italy and Spain, but 
never seen in this country. 

In a standard work, published as late as 1905, I found the above state- 
ment. 

Pellagra has been known in Italy and other southern European coun- 
tries fior the past two hundred vears. It was claimed by older writers to 
have followed the introduction of American corn about 1700. By 1735 
pellagra was prevalent in Spain; by 1750 it had invaded Italy, and by 
1820 it was well known in France. During more recent years it has been 
known in Hungary, Russia and Portugal. 

In spite of authoritative denials of the existence of pellagra in this 
country a number of cases of the disease were recognized and reported in 
1907 independently by medical officers of Alabama and South Carolina 
asylums. 

in the summer of 1908 the disease was identified with Italian pellagra 
by two South Carolina physicians who visited Italy for the purpose of 
studying the disease. Following these observations the matter was taken 
under consideration by state boards of health in the south. The U. 8. 
Public Health and Marine Hospital Service and several individual \ bservers. 

Letters of inquiry about pellagra were addressed to the superintend- 
ents of state hospitals for the insane in all parts of the country and an- 
swers elicited from these questions brought out the fact that the disease 
was widely distributed through the country, even to many of the more 
northern states. These letters came to the attention of Illinois superintend- 
ents during July and August of 1909, and cases of the disease were soon 
found in Peoria and Kankakee hospitals. The superintendent of Peoria 
hospital says that he was astonished to find on first discovery at least sixty 
cases of the disease. 

On November 3rd and 4th, 1909, a National Conference on Pellagra 
was held under the auspices of the South Carolina State Board of Health, 
at the State Hospital for the Insane at Columbus, South Carolina. This 
meeting was attended by representatives of prominence from state boards 
of health, U. S. hospital and marine service, superintendents of state hos- 
pitals, both in this country and England. 

It was estimated in 1909 that there were 1500 cases in the south. In 
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1910 it was estimated that there were more than 5000 cases in the United 
States. 

Dr. D. W. Griffin, superintendent of Oklahoma Hospital for Insane at 
Norman, in a report to the State Board of Health, in 1910, says: **We have 
had four or five deaths from the disease during the past year, and there 
are now a dozen cases in our wards.” He further says: **] have combatted 
with this disease for many years, for a long time not knowing what | was 
dealing with.”’ 

The Secretary of South Carolina State Board of Health says that there 
seems little doubt that the condition now recognized as pellagra has existed 
in the southern states for the past twenty-five or thirty vears at least, and 
has been regarded as an unusual manifestation of tuberculosis, syphilis, 
acute delirium, dermatitis, eezema, ete. Several physicians, in general prac- 
tice, in our state have recently told me that they are now able to recall 
well-defined cases of the malady that have occurred in their practice dur- 
ing previous years. 

Following the opening of the Pe ria, Ill, State Hospital in 1902, as 
the Illinois asylum for the incurable insane, until 1907 there were many 
accusations and investigations wherein the death of patients was attributed 
to carelessness on the part of nurses and attendants. In some cases death 
was attributed to scealds, while being bathed, by a careless and inesmpe- 
tent attendant. Again, attendants were accused of allowing patients, who 
were taking sun baths on porches and on the grass, to remain long enough 
to sustain severe sun-burns on the hands and exposed parts. Attendants 
were strongly admonished to beware of sun-burns and sealds, and in some 
cases attendants were unjustly dismissed for supposed carelessness in these 
matters. 

These erythematous manifestations became so frequent, supposedly due 
to carelessness and incompetency that it became almost a state-wide scan- 
dal, and the report says that not a physician in the state could be found 
wh, would attribute it to any other than the causes mentioned. 

Superintendent Zeller’s report says: ‘However, when Assistant Phy- 
sician F. J. Griffin reported a patient showing symptoms of the disease I 
went to the bedside at once with him, and in one minute the scales of 
seven vears fell from my eyes. | went from ward to ward and within an 
hour saw a dozen eases. Instantly | recalled the sealding and the case that 
had called for explanations. A hasty reference to the literature only 
strengthened my conclusion that we had been dealing with pellagra uncon- 
sciously all the time.’’ 

If specialists and experts have so universally failed t» recognize the 
presence of this disease in the past, we as general practitioners need make 
no apology for our shortcomings in the matter. 

While the etiology of pellagra is obscure the disease has almost unani- 
mously been regarded as a food poisoning, allied to ergotism or beriberi, 
and attributed to the use of maize as an article of diet. 

Such a thought apparently might have been founded to some extent 
on an historical basis. medical men having found a new disease of striking 
characteristics sought for some new aciive cause to aecount for it. 

As the introduction and subsequent cultivation and use of this grain as 
a food occurred in Europe about this time, pellagra was believed to have 
followed in its wake. In whatever way it may have occurred, the corn 
theory in some form originated almost simultaneously with the discovery 
of the disease, and from then until now has held a dominant place in the 
consideration of its etiology. 

This idea was for a long time entertained in a loose, vague sort of way. 
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About 1810 Marzari formulated what he called the Zeist (from Zea Mays) 
school. Marzart’s idea that corn caused pellagra by its deficiency in cer- 
tain nutritive principles was soon supplanted by Balardini who first intro- 
duced the view that the disease was due to a certain mold sometimes found 
on the grain. The greenish color of the mold gave the name verdet to this 
theory. Balardini was thus the inspirer of the idea that pellagra is due not 
to the use of good corn, but to the use of damaged or fermented grain. 

As might be expected in a disease of obscure etiology, theories are 
numerous and it has long been customary to divide all theories of pellagra 
into two general classes—the Zeists, who hold the view that there is some 
relation between corn and pellagra; and the Anti-Zeists, who oppose this 
view. 

In support of the maize theories the following general statements are 
made by the Zeists: 

First: The disease appeared for the first time in Europe after the in- 
troduction of maize from America and followed the extension and cultiva- 
tion of this new grain as an article of food. 

Second: Pellagra is found epidemic only in countries where maize is 
extensively used as an article of diet. 

Third: VPellagra diminishes or disappears among individuals where 
maize is eliminated from their dietary; or is likely to appear among peo- 
ple who adopt this cereal as a large part of their food supply. 

The Anti-Zeists, cr those opposed to the corn theory, have heretofore 
been greatly in the minority, but under the more recent stimulation of cer- 
tain new ideas their side of the question has created wide-spread interest. 

The extensive territory over which corn is and has been cultivated and 
used as food for many generations without the appearance of pellagra; the 
numerous cases of pellagra which may be found among individuals who do 
not use corn in their dietary; especially the peculiar topographical distribu- 
tion of the disease, even in marked endemic centers—all such observations 
readily lend themselves to oppose the theory of a food poison from maize. 

The idea that pellagra is a parasitic disease, transmitted by a_blood- 
sucking insect first promulgated by Sambon of London, and suggested by 
him in 1905. Since then he has given the subject much consideration, and 
is still investigating. As yet hs has not expressed any definite opinion as 
to the nature of the parasite, but thinks it may possibly be a protozal or- 
ganism. The transmitting agent, however, he thinks he has shown to be 
some one of the species of simulium or buffalo gnat. He bases his theory 
upon the analogy of pellagra with certain insect-borne parasitic diseases. 

Upon important epidemiologic studies made by him in Italy, and upon 
the agreement existing between certain phenomena peculiar to pellagra 
and the distribution, characteristics and life history of this fly. He has most 
thoroughly emphasized the peculiar topographical distribution of pellagra 
and its connection with running streams, in which simulim breeds. This 
peculiar local distribution of the disease he thinks can not be brought 
into harmony with any theory of food poisoning. Some observers in the 
southern states are sure they have been able to trace the disease to lo- 
calities in close proximity to running streams where the sand fly is pro- 
duced in abundance. 

The above is but a brief summary of a part of the several theories 
which have been put forward to account for this obscure disease. For a 
more careful study of the subject, | refer you to Public Health Bulletin, 
No. 48, on Pellagra, revised by Surgeon C. H. Lavinder, and published 
September, 1911. He is of the opinion that the sand fly theories of Sam- 
bon mark a new and important departure in the field of research and de- 
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serve most careful consideration. He, however, says: ‘‘From a careful re- 
view of the subject it would certainly seem safe to assert that in any defi- 
nite, scientific sense the cause of pellagra is unknown.’ 

To my mind the question of the symptomatology and diagnosis of this 
disease is of the most vital importance to the general practitioner. 

Dr. Harris. of the State Board of Health, of Georgia, says: ‘‘It is un- 
fortunately true that practically all of our American literature on pellagra 
has emanated from sanitaria for the insane.”’ Hence it follows that the 
overwhelming bulk of our clinical descriptions of the malady apply to its 
very last stages, and are of no value whatever in helping us to recognize 
its earlier manifestations, which is the only period at which we can be of 
any great service to the unfortunate victim. These alienists viewing the 
symptoms as they occur in advanced pellagrous persons have generally 
spoken of the disease as observed by them as being ‘‘acute,’’ while as a 
matter of fact there is no such thing as ‘‘acute pellagra’’—it being a mal- 
ady remarkably chronic in its nature. 

The clinical picture of a well-defined case of pellagra is so striking 
and impressive, that when once seen it can never again be mistaken. The 
emaciated and generally debilitated appearance of the patient; the deject- 
ed and anxious countenance; later, the disposition becomes petulant, irri- 

“+e aud impatient, with a decided disinclination to exertion. <A bright 
red erythematous area appears on the dorsum of both hands, symmetrical 
in its distribution. forming a curved line of demarkation as it fades above 
the wrist. The eruption sometiems appears on the dorsum of the feet and 
sides of neck and face. 

The eruption is at first red, resembling sun-burn, but may after a few 
days change to a purplish red or reddish brown, with slight edema. After 
a few days small blisters may form; the eruption then dries and small 
grayish seales form and fall off. The dorsum of the hands and skin be- 
tween the fingers remains pigmented, dry, cracked and fissured. The buccal 
mucous membrane and gums red, congested and ulcerated; tongue red and 
inflamed, all culminating in a condition of profuse salivation. 

The foregoing description points .ut some of the prominent symptoms 
observed in a well-defined case of the malady, but this is usually the eui- 
mination of a train of disorders that may have existed at intervals for 
months and years previously—such as gastro-intestinal disturbances, at- 
tack of extremities, with or without the characteristic erythema. 

These disorders occurring usually in the spring may subside in a few 
weeks, to reappear in a more aggravated form the following spring. 

The prognosis in pellagra is always serious. If the disease is recog- 
nized early in its course before mental and physical debility have pro- 
gressed too far, recovery or improvement at least, may be hoped for. The 
high mortality thus far reported in America is probably due to the fact that 
when they are for the most part patients in a late stage of the disease 
when first recognized. 

Those who apparently recover may again come down with an acute at- 
tack after many months or years. Pellagra is not a febrile disease there- 
fore the occurrence of fever, especially when high and constant, with a 
daily pulse rate considerably above one hundred and steadily progressing 
emaciation, especially if accompanied by constant diarrhoea, constitutes a 
condition that may speedily end fatally. 

Treatment: So long as the originating cause of the disease is unknown 
we may speculate as to the factor producing it and our treatment will be 
in a large sense empirical. Arguing that it presents many symptoms due 
to some toxic substance, quinine, especially hydrobromate, salicylic acid, 
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urotropin, ete.. have been recommended and in some cases good results 
claimed. 

Thyroid tablets have been given in a number of cases with no results. 
Arsenic has long enjoyed a reputation in the treatment; Fowler’s solution, 
in increasing doses has been extolled by Italian physicians, but has not 
given in this country the results claimed. The newer arsenical prepara- 
tions, such as scamin, arsacetin, caceodylate of sodium, and of late Salvarsan 

all of these deserve more extensive consideration. 

Dr. k. H. Martin, of Hot Springs, Arkansas, read an interesting paper 
at the 6th annual meeting of the Medical Association of the Southwest, 
last October, on the treatment of pellagra with injections of soamin and 
Salvarsan, to which I will refer you for more complete consideration of 
this line of treatment. Dr. H. P. Cole, of Mobile, Alabama, has reported 
the successful treatment of several cases by direct transfusion of blood. 
This operation, however, would require surgical skill and experience. It 
would also indicate that the discovery cf a successful serum may be ex- 
pected, A change of climate to one colder and to a higher altitude is rec- 
ommended. 

During 1911 | had the opportunity of watching the progress of two 
cases that occurred in our vicinity. 

The first was the case of a young man, in Anadarko, age about 30, 
This was characterized by a rapid development, with early appearance of 
a grave condition. He was referred to Dr. Lain, of Oklahoma City. Fol- 
lowing the reaction from an injection of 606, his general condition seemed 
rapidly to improve erythema of hands cleared up; buccal membrane and 
tongue healed, and pulse came down below 100; when suddenly he showed 
symptoms of heart weakness and coilapse, death follu-ving soon. The 
autopsy revealed a well-organized blood clot in the right auricle, and evi- 
dence of healed ulcers of the bowels. 

In July, 1911, I saw a well-defined case in Lawton, with Dr. Lewis. 
This was a lady, about 35 years of age, with erythema of hands, peculiar 
mental and gastro-intestinal symptoms all well-defined, but in a miider 
form than case 1. I lost sight of this case, until a few days since, when 
I learned that her disease progressed in a chronic form until late last fall, 
when it cleared up, and at present she is apparently in her usual health— 
but probably as the season advances the disease will re-appear. 

'n the short time allotted me I have been able only to outline, as it 
were, the salient points of this interesting disease. The discussion of any 
phase of pellagra would furnish ample material for a paper of this length. 

I trust that the discussion elicited may bring out and emphasize the 
points of most practical interest and that you will then feel that the time 
consumed in considering some of the aspects of pellagra has been profitably 
spent. 


DISCUSSION. 
Dr. A. A. Thurlow, Norman. 


The paper on Pellagra seems to be very comprehensive, and | consider 
myself fortunate to have been present at the reading of the paper by Dr. 
Hume. 

My experience with Pellagra has been short. I have seen only a very 
few cases before coming to the institution at Norman, and | found that Doe- 
tor Griffin had already pioneered in Pellagra in this state. I can only state 
the few cases we have had since I have been there. We all heard, I be- 
lieve, Doctor Martin’s paper at the meeting of the Southwestern Medical 
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Association, and it seemed to me that in his theory of the etiology of Pel- 
lagra he left a big gap between his idea that it was caused by Spirochaetes, 
on account of the fact that Salvarsan produced a reaction in such cases, 
and the true nature of its etivlogy as shown by pathological findings. 

The fact that the symmetry of the lesions is a usual thing, and in fact 
it is almost invariable in any case that we can diagnose conclusively, seems 
to point to the fact that we have a central nervous system disturbance. 
1 have found that, as a rule, emaciation precedes the development of the 
lesions. It is rather a marked loss of weight. I have also found them on 
the patieuts who have not been exposed to the sun, as well as those who 
have been. We have had two cases within the last week that dveloped the 
skin lesions, but as vet have shown no diarrhoea. 

The actinic rays of the sun are supposed to have a large influence on 
the development of the disease. Our cases seem to be developed mostly in 
the congenital types of insanity rather than the acute types. We have a 
few more cases in the wards filled with idiots and imbeciles than the others. 
We have used sodium caccodylate to quite a large extent. We have not used 
the Salvarsan on account of the dangers we find are attendant upon its 
administration. 

The use of sodium caccodylate has vielded some results in some cases 
that we can say are directly attributed to the drug itself. We have had 
more cases upon the female side that have cleared up after a course of so- 
dium caccodylate than on the male side. There are a great many cases on 
the female side improved after a course of the salvarsan, atlhough the men- 
tal condition has never been restored, except in one case in the last year. 

The course of intestinal treatment we have experimented with had pro- 
duced nothing but symptomatic results. So far as my experience goes, | 
have gut as good results from Fowler’s Solution as | have from the sodium 
caccody late. 

The spring of the year is supposed to be favorable to the development 
of these cases and I am expecting to learn a great deal more about Pellagra 
during this spring than | could learn last spring or winter. The fact that 
so many of these cases are rapidly fatal, and the fact that our patients are 
patients upon whom we cannot rely for symptoms, makes the progress along 
that line much more slow than it would in a case of the same kind in a 
patient upon whose statement we could depend. 

In conelusion [ wish to again express my appreciation of Dr. Hume’s 
most able paper. 


DR. C. R. DAY, Oklahoma City: I was very much interested in this 
paper for pellagra is to be found among us and hecause we want to know 
the etiology of the disease. As long as we are unable to comprehend the 
etiology of any disease we are going to be in the dark when it comes to the 
treatment. Various theories have been advanced regarding the etiology of 
pellagra. So far none of them have proven the positive factor. One of the 
latest theories that | have heard advanced is that hook work is the cause 
of pellagra. This, like others, is a theory and remains to be either proven 
or disproven. There is one thing that has made an impression on me in 
the study of the cases of pellagra that have come to my notice and that 
is the point emphasized hy Dr. Thurlow, that there is a general weakness 
of the system which usually supercedes the skin manifestations. This 
weakened condition may be the result of some other severe disease which 
results in atrophic changes ito be followed by pellagra. Since this is true 
might we not believe that pellagra is a symptom of some diseased condi- 
tion of the trophic nerve centers and not a disease within itself? This is 
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a questi.n that seems to me to be one worthy of our careful consideration. 

Only yesterday | saw a young man twenty-two years old, who had 
lived in the state of Kansas until the last two years. Since that time he 
has been living in Oklahoma City. This spring he was out doors a little 
more than common and developed, as he thought, severe sunburns on the 
back of his hands, which he treated with cold cream and like preparations 
without resnits. Within the last few days he has been suffering with se- 
vere diarrhoea, growing much weaker, and is becoming very nervous with 
mental disturbances. He is going the course of many of the severe cases 
of pellagra. He is a man addicted to ithe use of aleshol to an excess. His 
system is, therefore. very much weakened, The termination of this case 
may be expected in a short time. 

Where cold cream does not cure sunburn and we are compelled to 
diagnose pellagra, death is the result in every case | have been able to 
follow to the termination. I am inclined to question the diagnosis in every 
case of reported, cured pellagra. 

DK. L. J. MOORMAN, Oklahoma City: | am very glad to have heard 
this most interesting paper of Dr. Hume. | just want to ask him a ques- 
tion or two about the case he reported. As to the heart, whether there was 
any evidence of heart weakness or heart lesions before he had Salvarsan 
and how long before he developed the heart weakness? I believe that in 
these cases, so long as we do not know the etiology, we should be careful 
in the treatment of the disease. We have no established evidence that we 
are going to effect a cure, and | believe it is an established fact that arse- 
nic in large doses may cause degeneration of the heart muscle; it also pre- 
disposes to hemorrhage or degeneration of the walls of the arteries. 

1 am sure that | had one case in which | used the caceodylate of soda 
over a period of time perhaps longer than | should have. In this case 
there was a weakening of the heart muscle. | thought perhaps it was 
due to the use of arsenic. I should like to know if any one else has had 
similar experiences ? 

DOCTOR D. W. GRIFFIN, of Norman: I have been dealing with 
these cases for something like fifteen years. | never recognized it as pel- 
lagra until about three years ago. Doctor Day has pretty well brought 
out my ideas as to the real cause of pellagra. It has been a question in 
my mind for some time whether or not pellagra is a disease within itself. 
I have noticed it coming on in cases that are in the last stages of tubercu- 
losis; it seems to come in the last hours of life to add to the agony of the 
patient. In all reduced conditions we find pellagra in nearly all of these 
eases. Take our ward that is made up of idiots and imbeciles; these pa- 
tients as a rule do not live very many years and as a rule they waste away. 
In the very last few days of life this disease appears. This has lead me to 
believe that it is a symptom of a depraved condition of the general system. 
We find that when we can bring about a reaction in the patient's general 
health we improve his pellagra. I believe there is going to be a benefit 
from the arsenic in any form you can give it. | believe you can build 
up his general health. I remember a while ago | had a case that worried 
me a great deal. A young woman, perhaps twenty-five years old. She 
came to us with cancer of the stomach. Six weeks before that woman 
died there was the most horrible looking case of pellagra that I ever 
viewed. She was broken out over the hands and feet and neck, the same 
as if vou had charred the skin with a red hot iron. This skin manifesta- 
tion did not come on until the very last stages of the cancer. 
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I enjoyed Doctor Hume’s paper very much, and I am glad that it was 
brought before the general session of the society, because I think it is a 
thing that doctors should know more about, and I hope as many of the 
general practitioners will enter into the discussion as possible. 

DOCTOR J. M. HARBER, of Seminole: I would like to report a case, 
the only case that | have seen, except one | saw at Shawnee. I| had a boy 
that | treated for at least four years, during the hot season, for chronic 
malaria, and he had been treated by at least one doctor in Shawnee and 
one in Wewoka and one or two in Arkansas for malaria, and | treated 
him for chronic malaria, for at least three seasons. I came to Shawnee and 
saw a case of pellagra and as soon as | saw this case of pellagra | diag- 
nosed my case at home, or at least | thought it was so. I told the boy’s 
father when | went back that he had pellagra, and if that was not what 
was the matter with the boy, | didn’t know. I said, “If you say so, we 
will take him to a specialist somewhere and see what he has.’’ He said: 
‘All right,’’ and we took him to Dr. Day at Oklahoma City, and he af- 
firmed the diagnosis. The boy then had a severe diarrhoea and was con- 
siderably weakened: had the eruption on the back of his hands and had 
it on his feet, so Doctor Day recommended treatment, and we put him 
on the treatment The boy went ahead with the diarrhoea and got weaker 
fer a while. As cold weather began he improved and got fleshier, so dur- 
ing the winter his cheeks got red—he had always been pallid and pale—and 
he quit the treatment then. \ few weeks ago he came back to me and 
said he was feeling bad again; he was developing the diarrhoea and getting 
weaker and pale again, and | don’t know whether—Il suspect we may be 
able to carry him through this summer and next summer, but I merely re- 
port this to show how | was fooled on him for three or four seasons. One 
doctor in Shawnee had said to his father: *‘I don’t think there is any ques- 
tion but that | can eure it, as chronic malaria.’’ He sent him to Eureka 
Springs, Arkansas, and a doctor there said that the doctor at Shawnee ought 
to have cured him. This season he is again becoming weak and enemic, 
and I just mention this-—I notice that Doctor Hume reported a case where 
a doctor said he had been mistaken for seven yvears—that one fooled me 
for at least four vears, and then I saw a case that some other doctor had 
diagnosed. | say freely that I think there is more pellagra in the coun- 
try than the doctors recognize. | have at least three or four cases that I 
believe have pellagra. ; 

DOCTOR LAIN: In one patient we made a careful examination of 
his heart before administering the Salvarsan, and found a very rapid, soft 
pulse and slight murmur, very like an anemie murmur. 

The autopsy showed us the reason of this pulse. Almost the whole 
of the right side of the heart had undergone fatty degeneration. The right 
auricle was a clot. He had some fatty degenerations through other parts 
of the body. We didn’t examine the nervous system. About eighteen 
inches of the ilium showed evidences of having been very much ulcerated. 
Three or four places were almost at the point of perforation. One was 
perforated, which was the immediate cause of his death. He died of peri- 
tonitis. The entire intestinal tract showed evidences of irritation. I have 
seen one case since then that showed very similar results 

On looking up the autopsies which have been held on these cases of 
pellagra, I find a few things which are found in practically all the cases: 
of course in many cases there is a few lesions developed, but nothing as 
yet very specific, which characterizes these from any others. 

A few things which are common, as | have noted in the autopsies, are 
fatty degeneration t) a more or less extent. Marked evidences of gastro 
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intestinal irritation. This is very similar to conditions we find in typhoid fever, 
with the exception, as noted by almost all who have held autopsies upon 
pellagra, that the laceration is more extensive. | believe if we would ask 
for autopsies ip all these cases we would obtain an autopsy in most of them. 
I learned just before | quit the general practices that | had missed a great 
deal by not being diplomatic enough to have the courage to ask for an 
autopsy. You can have an autopsy in a great many private cases if you 
want to ask for it in private cases. When vou explain t) people what you 
want—that it is a new disease, and something must be learned about it, 
and if you want to give them a few references, you can tell them that 
most of the statesmen, senators and presidents have autopsies performed 
when they die. We may learn a great deal more about this disease. Par- 
don me for referring to one thing that Doctor Griffin referred to. In a 
few cases, pellagra is a successor to some previous constitutional disease. | 
have noted one case in cancer. We had one case which died in Oklahoma 
City, cancer of the uterus and vulva, and | have noticed some cases fol- 
lowing tubereulcsis and one case following Bright's disease. Now, Doctor 
Griffin’s suggestion that possibly this is one symptom or sequela of these 
cases but on the other hand we can also remember that we have other dis- 
eases Which are very common successors, or engrafted upon such diseases 
as Bright's, tuberculosis, ete. We have all seen cases that developed some- 
thing else, which became the immediate cause of death. 

DOCTOR HUME (closing): | am gratified for the way the paper has 
been received. There is one point with regard to the heart and the prog- 
nosis of these cases. 

In a letter from a doctor at Atlanta, Georgia, he stated that when he 
found a case with a rapid pulse--about one hundred—that the prognosis 
was grave, but if the pulse rate was below a hundred, you might expect to 
improve the case, and might expect it to last a good while, but didn’t give 
much hope of eventually curing the case. 


THE ECLECTIC LIGHTNING-BUG CONVENTION. 
J. M. Alford, M. D., Oklahcma City. Oklahoma. 


At the last meeting of the Eeciectie Medical Association in this city 
they passed resolutions denouncing the bill introduced in our upper house 
of congress by Senator Owen providing for the establishing of a National 
Department of Public Health. There was some opposition to the resolutions 
but a majority of the members have by this act put themselves on record 
as being opposed to the bill. I consider these resolutions as an unjust 
assault upon the honesty of purpose and high standard of service of one 
of our best National Senators. They are really unworthy of notice, but 
since honest and well meaning people may be misled by such utterances it 
seems proper that some one should call attention to their fallacy. 

The entire affair reminds me of that celebrated convention which is 
said to have taken place among the lightning-bugs. It seems that the light- 
ning-bugs reasoned that because nature had given them the power to emit 
light that all other luminaries, and especially the sun, should cease to ex- 
ist. They claimed that the moon and stars were entirely unnecessary, and 
that the sun with its attendant heat, was an absolute nuisance. So they 
held a meeting of protest and unanimously agreed upon the following 
preamble and resolution: ‘*‘Whereas for many ages, without formal pro- 
test, our light has been extinguished by day through the imperious and 


( Read before Oklahoma County Medical Saciety, June 8, 1912. ) 
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despotic disregard of the sun; and whereas over half of our glory and in- 
fluence has been lost to this suffering and injured world: and whereas 
nature has allowed an unjust discrimination against us in the unequal 
distr bution of time and light by the sun; and whereas we think there is 
no necessity for the sun at all; and whereas we think, in the light of the 
lightning-bug, the sun is a great hum-bug; therefore be it resolved: 

First, That we hereby enter our solemn protest against the sun ever 
rising and shining again. 

Second, That in case our protest against the sun is not favorably re- 
ceived we hereby institute and organize an indignation meeting, to be held 
at this place every night for one month until we extort from nature proper 
consideration for our rights, privileges and liberties so long disparaged 
and trampled upon. 

Third, That in the event that our protest and indignation fail, a 
general convention of all the lightning-bugs of this country and of the 
world be called for the purpose of organizing a general revolution against 
nature. 

Fourth, That if revolution and rebellion fail, after having done all 
we can to assert our rights and liberties for the good of the world, then 
we hereby pledge ourselves and our general fraternity to permanently 
withdraw our light from the face of creation. 

Fifth, That a copy of these resolutions be sent to Dame Nature and 
her favorite sun, if indeed he shall ever show his face again.’’ 

Now just what there is in the Owen health bill that is objectionable 
to the Eclectics is more than I can understand. It is not a piece of class 
legislaticn. One clause of the bill states specifically that there shall be 
no discrimination in favor of any school of practice. And, being medical 
men, surely the Eeleetics believe in the law of the survival of the fittest, 
then all they can honestly ask is an equal opportunity. Furthermore, I 
can not understand how any set of medical men can claim to have an in- 
terest in the health of our Nation and stand opposed to a measure which 
has for its chief purpose the promoting of hygiene and sanitation. And 
their sudden concern over the funds of our National treasury seems to 
me the most absurd reason they could have possibly offered. If they are 
sensible physicians they know that the preventable sickness that comes 
to us each year costs many times the amount that would be required to 
prevent it. 

We are spending millions for pensions, millions for the maintenance 
of our army and navy, millions for our rivers and harbors, millions for 
public buildings and even enormous sums for the suppression of disease 
among our hogs and cattle. Surely the health of our people is of suf- 
ficient consequence to justify the use of a sum of money which would be 
small compared to the other expenses of our government. 

Just as a practical illustration of what can be and has been accom- 
plished, let me call your attention te the work of our public health service 
in the Panama Canal Zone. It is an acknowledged fact that one of the 
chief reasons for the failure of the French company to dig the canal was 
on account of the ravages of disease among the employees. It is said that 
yellow fever, malaria and tropical dysentery killed off the laborers almost 
as fast as they could be shipped in and that the amount of sickness was 
something frightful. The fact of the place being unfit for human habita- 
tion and the enormous graft of the managing officiais finally wrecked the 
company and forced them to abandon the enterprise. 

The first thing our government did when it undertook the work was 
to send a large and capable force of sanitarians to clean up the Zone so 
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it would be habitable These men did their work intelligently and ef- 
fectiveiy for the amount of sickness now there is surprisingly small, and, 
aside from deaths due to accidents, the Zone has a lower mortality than 
any city in the United States. When the canal shall have been completed 
it will be a credit to every department of our National government and 
will stand as a living monument to modern hygiene and sanitation. And 
the health department at Panama is under the charge of the regular medi- 
eal profession and not that of any people who claim to heal by peculiar 
methods. 

But the Eclectics are not the original or strongest set of lightning- 
bugs that are opposing the Owen bill. In fact they are only a branch 
establishment of an organivation known as ‘‘The National League for 
Medical Freedom.”* This name is as misleading as it is stupendous and a 
more appropriate name would be ‘**The National League for Medical 
Fakirs ’’ Its membership is made up of the patent medicine interests, 
manufacturers of impure and adulterated foods, Christian Scientists, quack 
doctors, and a good number of ignorant and unthinking people who have 
been imisled into it. They seem to have a generous campaign fund for 
they are maintaining a branch office in almost every state and employing 
a manager who is sending out tons Jf literature and all of it for the open 
and avowed purpose of seeking to bring the Owen bill into disrepute. 

1 am not surprised that these people are opposed to the bill. It was 
to be expected that they would oppose it. In fact, if they had approved 
it | would have been suspicious of it and would have thought it needed 
amending in some way. Every effort that has ever been put forth for 
promoting the welfare of humanity has been opposed by some form of 
‘“‘lightning-bug convention.’’ Nothing can prevent ignorance, prejudice 
and selfishness from opposing the people who are seeking to make the 
world better. When Nehemiah set about to rebuild the Temple wall at 
Jerusalem unholy and selfish interests sought by every means they could 
devise, even to threatening his life, to revent his completing the work. 
Galileo, Harvey, Morse,.Fulton, Stevenson and Washington were all pro- 
tested by ‘“‘lightning-bug conventions.’’ The efforts of Christian people 
to establish the Kingdom of God upon this earth will always be opposed 
by satan and his servants and there will be ‘“‘lightning-bug conventions”’ 
until the end of time. 


THE ADVANTAGES OF COMBINED LOCAL AND GENERAL ANES- 
THESIA IN ABDOMINAL OPERATIONS. 


Leigh F. Watson, M. D.. Oklahoma City. 
Lecturer in Operative Surgery at the University Medical School. 


The disadvantages of the present methods of anesthesia are recognized 
by all surgeons. 

Crile and Bloodgood were the first to suggest operations on the princi- 
ple of anoci-association and early demonstrated its advantages over the 
methods now in use. 

Crile has remarked that the success of the surgeon of the future will 
largely depend upon his knowledge and application of the principles of 
physiology and psychology. 

Early in his experimental work Crile established the fact that in every 
active animal and in man there is stored energy which may be discharged 
or exhausted by physical injury of sensitive parts of the body, by emotional 
or physical excitation. 
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Under inhalatiosn anesthesia the greater part of the brain is awake and 
responds to injury just the same as though no anesthetic had been used. 
The entire subjective mind is unanesthetized and sensitive to the slightest 
trauma, and the production of exhaustion or shock. 

Bloodgood says the reesgnition, prevention and treatment of shock is 
one of the most, if not the most, important problems in suregry tday. 

The method of anoci-association employed by Crile and Bloodgood con- 
sists of a preliminary dose of morphine, nitrous oxid anesthesia, when com- 
pletely under the anesthetic, the brain is completely isolated from the field 
of operation by a careful infiltration into the latter of a 1-400 Novocain 
solution, before beginning operation. 

The brilliant results of Crile and Bloodgood in their clinics has defi- 
nitely proven the added safety and postoperative comfort to the patient 
when operated on under the method of anoci-association. 

Crile says he was most forcibly impressed with its advantages after 
using it in one thousand cases (mortality of seventeen) and comparing the 
results wtih those he obtained under the old methods. His mortality was 
reduced less than half of that when he used ntrous oxid-oxygen alone. 

With this method the patient is under general anesthesia throughout the 
uperation 

| believe there is less shock and less postoperative pain when the op- 
eration is begun and finished with local anesthesia alone, because the nerve 
block is undoubtedly more thorough when local anesthesia is used for the 
abdominal incision. 

Those who use local anesthesia for abdominal incisions have occasion 
to observe that an extensive infiltration of the different layers of the ab- 
dominal wall is essential for complete nerve blocking. 

It is seldom possible to effectually block the nerves of the fascia, mus- 
cles and peritoneum, especially in fleshy subjects, until the skin and fat 
have been incised, no matter how painstaking the infiltration. 

With the patient under general narcosis we have no means of knowing 
how thoroughly we have insolated the shock producing impulses from the 
brain. 

Novocain is too slow in appearing and too fleeting in its effect to com- 
pletely block sensory nerve impulses during the ordinary operation and the 
closure of the wound. 

Braun and Lennander state that Novocain is unsatisfactory unless com. 
bined with adrenalin to prolong its action, and the anesthesia is not com- 
plete for twenty to thirty minutes after being injected. 

Therefore, if the Novocain 1-400 anesthesia is not complete, even though 
the patient is under general narcosis. there will be sensory nerve stimula- 
tion and exhaustion of the brain cells with its resulting shock. 

For the abdominal incision anesthesia | prefer cocain 1-1000 (cocain 
grain one, adrenalin (1-1000) minims ten added to two ounces of normal salt 
solution) hecause the nerves are completely anesthetized within § two 
minutes. 

The cocain 1-1000 solution is perfectly safe for the most handicapped 
patient and the anesthesia lasts from three to four hours. 

When cocain is used for infiltrating the skin, fat, fascia, muscles and 
peritoneum the tissues heal more promptly than after the use of quinine 
and urea hydrochloride. 

For the prevention olf postoperative pain in the wound for the first 
few days following operation, quinine and urea act admirably if injected 
with a long needle into the tissues, at a distance (one te two inches) from 
the margin of the wound while the inicsion is being closed. Postoperative 
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anesthesia persists longer when the quinine and urea is used in this man- 
ner, for it is well known that a local anesthetic lasts longer in tissues that 
are not cut. 

As each layer of the wound is sutured the quinine urea solution is in- 
jected, so as to block the nerves of this layer of tissues and yet not inter- 
fere with the healing of the wound. 

After pain in the wound is undoubtedly largely dependent upon the 
degree of traumatism inflicted on the tissues with an abundant nerve supply. 

Reclus and Goyanes were among the first to note the comparative free- 
dom from after pain enjoyed by patients who had been operated upon with 
local anesthesia. 

The quinine urea nerve bolek prevents postoperative nerve stimulation 
to the brain, therefore there is no after pain in the wound. 

It is nearly always advisable to give a preliminary dose of morphine or 
morphine and hyoscine at least twenty minutes before the operation. 

| believe it is best to begin the operation under local anesthesia and re- 
serve the general anesthetic, even though it is nitrous oxid, until it is re- 
quired for the discomfort of intra-abdominal manipulation. 

When nitrous oxid is not available, and there is no contraindication, I 
prefer a few drops of chloroform when the intra-abdominal manipulation 
requires a general anesthetic. With this method it is seldom that the pa- 
tient need be completely under the anesthetic. 

Crile states that there is much more relaxation and closure is easier 
even in the upper abdomen, than with the old methods. 

Nausea and vomiting are absent, except when it is necessary to give 
ether, and then slight, if any, because of the small amount required. 

With this combined method the amount of general anesthetic is re- 
duced to the minimum and the nerve block is more thorough than when 
the local anesthetic is hastily injected after the patient is under general 
anesthesia and time is precious, for the operator is naturally anxious to 
finish with the general narcosis as quickly as possible. 

| have employed this method in a hysterectomy for a fibroid uterus 
weighing ten pounds. The pulse was 84 hefore operation and dropped to 
72 before the patient left the operating table. 

in a patient with a very large ovarian cyst the pulse was 30 throughout 
the operation and when placed in bed after operation remarked that she 
felt like taking a nap she was so comfortable. This patient did not reveeive 
a preliminary dose of morphine or hyosine. 

In cocain appendectomies the pulse is rarely more rapid after than be- 
fore operation. 

This method requires more time as there is less general anesthesia than 
with the method of Crile and Bloodgood, it is impractical for large clinics 
though for the majority of surgeons it has many advantages. 

To appreciate the merits and gain the greatest proficiency in the 
technic of the combined method of anesthesia it must be used in every 
case, no matter how trivial the operation. 

In conclusion, with a sufficient dose of morphine or morphine and 
hyusine to exclude worry, fear and nervousness there will be no psychic 
shock. With a local anesthesia nerve block sufficient to completely isolate 
the brain from the field of operation, there can be no exhaustion or shock 
of the subjective mind. 
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EDITORIAL 


THE REDUCTION OF OUR MEDICAL SCHOOLS. 


The recent report te the Carnegie Foundation on Medical Education 
in Europe opens up a line of thought on the subject of medical education 
in the United States that has no doubt occurred to many men heretofore 
and is a matter that should supply thought to all who contemplate the 
formation of the small medical school. 

From eight to fifteen vears ago the number of medical schools in the 
United States was at its highest point and since that time there has been a 
gradual reduction in the number due to consoildation, amalgamation and 
discontinuances, to the extent that where formerly existed five or six schools 
there are now one or two. 

This condition is a matter of congratulation to the medical profession 
and for many reasons. 

Formerly the rivalry for students between the different schools no 
doubt produced the low grade of requirements for entrance and graduation 
and some of the schools wee notorious in graduating incompetents. 

Then the question of equipment was almost a negligible matter with 
them; some had mere makeshifts in the way of laboratory equipmnt and 
while the teaching in the way of general medicine, surgery and gynecology 
and obstetrics was often superior or good all the other issues going into the 
making of a finished physician were often neglected. This was due to the 
poor finances or poverty of the school largely and their inability to secure 
the technical teachers necessary. 

The consolidation of schools has resulted in great improvement in that 
they are now, some of them, extremely rich and have large endowments 
which places them in a position of independence and they do not have to 
lower their standards to attract the cheap student who only enters medical 
school with graduation as the end in view and the making of money as the 
final accomplishment of his profession. 

This consolidation is already causing the statement from men who 
know that study in Europe is not necessary to make a finished physician 
and that our schools with proper support, placed on an independent basis 
with merit as the only requirement for faculty positions will eventually re- 
duce the trip to Europe to a sightseeing one and that the object in the visit 
will be largely one for comparison of methods and work. 

The education of a physician is probably the costliest per man of any 
of the professions and these consolidations are making his education easier 
for the school and also giving him a great deal more for the money and time 
invested than was formerly given him by the institution of lower grade. 


HOT SPRINGS IN OCTOBER. 


The above refers to the next Annual Meeting of the Medical Associa- 
tion of the Southwest which will be held October 8-10. The headquarters 
will be at the Arlington Hotel. The Committee of Arrangements hope to 
secure the first floor of the Eastman Hotel for the meeting of the different 
sections. 
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This is particularly desirable because the main lobby gives abundance 
of room for the genera! sessions while the different parlors on the same 
floor afford plenty of room for each of the sections to hold their separate 

Many strong men have already promised contributions to the program 
which bids fair to be the best vet held. Each year these meetings have in- 
creased in strength of program and attendance and the officers expect that 
this will be no exception to the rule. The well known hospitality of the 
fraternity of Hot Springs is all that is needed to assure a thoroughly en- 
joyable social time. ; 

If vou wish to present a paper write the Secretary at El Reno, Okla., 
at once giving the title of the same. 

To the Oklahoma members of the Medical Association uf the Southwest, and 
others who will attend the next Annual Association Meeting at Hot 
Springs, Ark., Oct. 8-10, 1912: 

Arrangements will be made if a sufficient number signify their inten- 
tion of attendng this meeting to have a special train which will leave El 
Reno, via C. R. I. & P. R. R. on the evening cf October 7th and arriving at 
Hot Springs early on the morning of the 8th. The train will be composed 
only of Pullman and a Cafe car which will assure comfort and convenience 
to every one going that way. 

If you are planning to attend dont fail to write the Secretary, F. H. 
Clark, at El Reno at the earliest moment that your name may be entered 
on the list and a reservation made. 





GEORGE WASHINGTON CORNELL. 


The subject of this perpetration on the name of the Father of our 
Country has been saving his country for some time past as a member of 
the Oklahoma legislature from Custer County and now has received a call 
that leads him to believe he should ornament the Hall of Congress and do 
some more saving at a-higher salary than heretofore enjoyed. 

Having some acquaintance with the class of brain work evolved by 
this champion of the people’s liberties, the Council of our State Medical 
Association recently met in Oklahoma City and took appropriate action on 
his case and below is the result of their deliberations on the matter. 

The physicians of the Second Congressional District should take enough 
interest in this nomination to send a man who is evenly balanced enough 
not to try to make a winter out of cne little frost or to upset the conclus- 
ions of scientific medical education in one session of the Oklahoma legis- 
lature. 

To the Physicians of the Second Oklahoma Congressional District : 

Hon. G. W. Cornell, formerly a member of the Oklahoma legislature. 
being a candidate for the nomination for Congress from the Second Con- 
gressional District, we, the President, Secretary and Council of the Okla- 
homa State Medica] Association meeting in Oklahoma City July 17, 1912, 
desire to call the attention of the medical profession, especially of the 
Second Congressional District and of the State at large in general, to the 
following facts concerning his record in the last legislature. 

First. That in opposing an amendment to the Medical Practice Act de- 
fining the practice of medicine in a speech addressing the legislature, the 
said Hon. G. W. Cornell went on record then in opposition to said amend- 
ment, which amendment would have required every one treating the sick, 
excepting Christian Scientist, on account of their religion, and the applica- 
tion of domestic remedies and emergencies in general, to have passed the 
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same examination in the fundamentals of Anatomy, Physiology, ete., which 
applies and should apply, to all sects alike, and which definition is now 
recognized as fundamental in all the states having modern medical require- 
ments in keeping with the advancement along these lines. 

Second. That this amendment opposed by the Hon. G. W. Cornell had 
already passed the Senate by an overwhelming majority. 

Third. That in conversation with the Secretary of the Oklahoma State 
Medical Association, before reliable witnesses, the said Hon. G. W. Cornell 
stated that anatomy as taught by the Chiropractors, for instance, differed 
from that taught by other schools of practice, a statement manifestly ab- 
surd on its face. 

Fourth. In view of the above stated facts, we wish to call your atten- 
tion to the danger to the public at large of advancing a man politically 
holding such dangerous, unscientific and crude views and thus enlarging 
the field of his activities. 

We believe that the State Association and the public for which the 
former stands, have the right to expect every physician to interest himself 
to the extent of opposing by all fair means, the nomination of any man 
holding such views and whose action consistently therewith would be detri- 
mental to the public health. 

We believe a fair statement of these facts by yourself to your clientele 
will be sufficient to prevent all such nominations. 

JAMES L. SHULER, M. D., R. V. SMITH, M. D., 
President. L. T. STROTHER, M. D., 
CHAS. R. HUME, M. D., 
A. L. BLESH, M. D., 
P. P. NESBITT, M. D., 
C. A. THOMPSON, M. D., H. P. WILSON, M. D., 
Secretary. Councillors. 


The Proctologist for September, under the editorship of Dr. Rollin H. 
Barnes of St. Louis, will contain the papers and discussions of the Ameri- 
can Proctologis Society for 1912. 


DRS. PETTEY & WALLACE’S SANITARIUM. CHANGE OF ADDRESS. 


In systematizing street names, the name of the street on which Drs. 
Pettey & Walace’s Sanitarium is located, has been changed from South 
Fourth to South Fifth street. Pleaes bear in mind that this change of ad- 
dress does not involve a change of location of the Institution. Their new 
address is 958 South Fifth St., Memphis, Tenn. 





INCOMPLETE ABDOMINAL SURGERY. 


H. G. Wetherill, Denver (Journal A. M. A., June 22), makes a plea for 
larger incisions and more thorough examinations in abdominal surgery. 
Special and regional surgery in limited fields has, he says, been responsible 
for such results in most instances, the operation being based on a more or 
less specific diagnosis, vorrect as far as it goes, but which ignores possible 
obscure complications. In operations for appendicitis through a small “‘ grid- 
iron incision, serious pelvic lesions, gall-stones, gastric and intestinal lesions, 
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etc., have been often overlooked and the patient is hardly better after the 
operation although the diagnosed lesion has been removed. Every one who 
proposes to undertake abd minal operations cf any kind should feel it his 
duty to be prepared to meet any conditions which may be found in the 
abdomen and should not close it up, except in an emergency, until he has 
ruled out any possible coincident or corresp ndent pathologic condition 
Certain noted exceptions to this rule may be admitted, as in operations for 
intestinal perforation, appendicitis or salpingtis, in which injection would 
be diffused, or in ectopic pregnancy with rupture, or sesarean section. In 
such cases a definite diagnosis is usually possible and the emergency such 
that the particular trouble diagnosed is alone to be considered. He quotes 
from a similar plea by Dr. Meore (Journal A. M. A., Sept. 16, 1911), and 
goes on to p int out how imp irtant it is to remember the Prequencs of gall 
bladder disease in women when performing gynecologic operations, and 
that certain physiologic pelvie conditions may give rise to profound stomach 
disorders. Tuberculosis, cancer, enteroptoses, stomach or intestinal perfora 
tions, volvulus and intussuscepti.n or other forms of intestinal obstruction, 
rupture of the uterus, bladder or vagina, diverticula, gall-stones, pancrea- 
titis, ete., may accompany any other condition and complicate any abdom- 
inal operation one undertakes. Exact and complete pre-operative diagnosis 
in certain areas of the abdominal cavity can never be made with exactness 
end this is particularly so in the upper right quadrant where the gall- 
bladder, duets and fiver are closely grouped and may be all matted together. 
Ife reports cases illustrating such possibilities, and says that regional ab- 
dominal surgery in limited fields has had its day. 


ATROPIN IN DIABETES. 


H. O. Mosenthal, New York (Journal A. M: A., March 16), reports two 
cases of diabetes in which he tested the atropin treatment advised by Ru- 
disch and by Forehheimer. He gives tabels of the diet and of the urine 
analysis and medication. The atropin sulphate was used in doses of from 
1-100 to 1-25 of a grain Cally, carrying it until toxic effects were observed. 
The glucose was determined by Benedict's method, the ammonia by that of 
Folin and the nitrogen by the Kjeldahl process. The presence or absence 
of acetone was established by the Legal reaction; of diacetic acid, by the 
ferric chlorin test. The results as shown by his tables give no indication 
that atropin sulphate causes any change in the carbohydrate tolerance of 
sufficient importance to make it of clinical value in the treatment of dia- 
betes. 


NEW BOOKS 


DIFFERENTIAL DIAGNOSIS. 
(Second Edition Revised. 

Differential Diagnosis. Presented through an analysis of 385 cases. By 
Richard C. Cabot. M. D.. Assistant Professor of Clinical Medicine, Harvard 
Medical Sehoo!. Second Edition. Octavo of 764 pages, illustrated. Phil- 
adelphia and Londen. W. B. Saunders Company, 1912. Cloth, $5.50 net. 

This is one of the remarkably good books recently issued and the see- 
ond edition will be received with the same unanimous popularity as was 
the first. The work is written in a peculiarly attractive manner and con- 
tains none of the repetition and dryness of the text book, but is virtually a 
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bedside history with deductions and conclusions from the authors cases and 
work. 

It consists of twenty-three chapters dealing with the most prominently 
met with symptoms complained of by a patient and the case is stated first 
from the standpoint of the things complained of by the patient, then a state- 
ment of the writers as to the probable cause of such symptoms, his steps to 
determine the cause of tie trouble and the result of such investigation or of 
operation. The reasoning powers of the author are admirable and the in- 
genuity of thought and expression is clearly shown in this book. 

It will be read with great pleasure by the student and will be found 
of very great service to the busy general practitioner whose work is so var- 
ied that every help given him in the way of diagnostic insight is received 
with thankfulness and appreciation. 





INTERNATIONAL CLINICS, VOLUME TWO, TWENTY-SECOND SERIES 


Price $2.00 Cloth, 316 pages, Illustrated, 1912. J. B. Lippincott Com- 
pany, Philadelphia and London. 

This is of more than the usual interest on account of containing a sym- 
posium on anesthesia and anesthetics held before the Philadelphia Medical 
Society April, 1912, which covers very thoroughly the various devices and 
systems of anesthesia with a discussion of the merits of each, their indica- 
tions and contraindications. The subjects were rendered as follows: 

General Remarks on Anesthetics, Edward Martin, M. D.; Ether Anes- 
thesia, Wilmer Krusen, M. D.; Chloroform Anesthesia, Edward W. Beach: 
Nitrous Oxide Anesthesia, George M. Laws, M. D.; The Use of Ethyl Chlor- 
ide as a General Anesthetic, W. Estell Lee; Intratracheal Insufflation Anaes- 
thesia, George P. Muller; Intraspinal Anaesthesia, William A. Steel; Infiltra- 
tion Anaesthesia, Charles F. Nassau: Exhibition and Explanation of the 
Roth-Drager apparatus for Chloroform, Ether and Ozygen, P. Brooke Bland, 
Demonstration of the Original Apparatus Used by John Foster Bewster 
Flagg for the Administration of Ether, Edward C. Kirk; Postanaesthetic 
Poisoning, Edward M. Corner; The Case Against the Nurse Anaesthetist, 
Lawrence Irwell. 

The book also contains the usual number of other good things notably 
an article dealing with puerperal sepsis by William Edgar Darnall of At- 
lantie City which deserves more than passing notice. 





THE CARNEGIE FOUNDATION FOR THE ADVANCEMENT OF 
TEACHING. 

MEDICAL EDUCATION IN EUROPE, Bulletin Number Six. 

A report to the Carnegie Foundation for the Advancement of Teaching 
by Abraham Flexner, with an introduction by Henry 8S. Pritchett, President 
of the Foundation, 576 Fifth Avenue, New York City, 1912. 

This report, which is most enhaustive and goes into every detail obtain- 
able of medical education in Europe besides the introduction which sets 
forth the work heretofore done and that included in the present volume, con- 
sists of fifteen chapters which consider the following phases of medical edu- 
cation in England and on the Continent: Historical, Number and Distribu- 
tion of Physicians, Basis of Medical Education, The Preliminary Sciences, 
Physics, Chemistry and Biology, The Medical Scences in Germany, Great 
Britain and France, Clinica! Instruction in Germany, Great Britain and 
France, Curriculum and Examinations in Germany, Great Britain and 
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France; The Financial Aspects of Medical Education; Postgraduate Educa- 
tion and Medical Edueation of Women. 

Those whe remember the reception of the former, report to the Founda- 
tion on medical education in the United States will recall that the Founda- 
there was a general house cleaning in medical colleges as a result of that 
report; that there were consolidations here and abandonments there of so- 
called medical schools and that the report while subject to many onslaughts 
and bitter attacks was generally accepted as a correct statement of the con- 
dition of our medical institutions. This report is identical in character with 
the former, with the exception that this is more thorough in detail on ac- 
count of the data being more accessible with reference to the schools of 
Europe than in our American Schools, 

To every man interested in medical education this report will be read 
wtih more than passing interest and it will unquestionably be of benefit to 
us in pointing out the weaknesses and strength of our foreign friends in 
medical edneationa! matters. 





OKLAHOMA HOSPITAL FOR THE INSANE. 
Annual Report for the Year Ending September 30, 1911, Norman, Oklahoma. 


This report considers the location of the Norman Institution, Equipment, 
Improvements, Hospital Staff, Care and Treatment of Patients, Outdoor Oc- 
cupations, Entertainment of Patients, The Dietary, Clothing, Women Nurses 
and Attendants, Training School for Nurses and Attendants, Records of 
Patiets. 

Synopsis of the Year’s Work, Etiology and a general description of the 
various type of mental disease treated at the Hospital. 

This report shows that there were remaining in the hospital on October 
first 893 patients, 749 whites of which there were 406 males and 343 females 
and 144 negroes of which 63 were males and 81 females. 

There were treated in the institution during the year 1431 patients; 
247 were discharged, 119 died, 135 paroled and 37 escaped. 





PRACTICAL MEDICINE SERIES, EYE, EAR, NOSE AND THROAT. 

THE EYE—Edited by Casey A. Wood, C. M., M. D., D. C. L. Consulting 
Ophthalmologist to Cook County Hospital; Attending Ophthalmic Surgeon, 
St. Luke’s Hospital, Chicago. 

THE EAK—Edited by Albert H. Andrews, M. D., Professor of Otology, 
Rhinology and Laryngology, Chicago, Eye, Ear, Nose and Throat College; 
Oculist and Aurist to the Chicago, Rock Island and Pacific Railawy, ete. 

THE NOSE AND THROAT—Edited by Gustavus P. Head, M. D., Pro- 
fessor of Otology, Laryngology and Rhinology, Chicago Post-Graduate Medi- 
eal Sehool. 

Cloth, 358 pages, Illustrated, Price $1.25. 

Chicago, The Year Book Publishers, 180 North Dearborn St., Series 1912. 





PRACTICAL ELECTRO-THERAPEUTICS AND X-RAY THERAPY. 
With chapters on Phototherapy, X-Ray in Eye Surgery, X-Ray in Den- 
tistry, and Medicolegal Aspect of the X-Ray. 
By J. M. Martin, M. D. 
Professor Electro-Therapeutics and X-Ray Methods n the Medical De- 
partment of Baylor University, in the Medical Department of Southwestern 
University, and in the State Dental College, Dallas, Tex.; Member of the 
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Texas State Medical Association, American Medical Association, American 
Roentgen X-Ray Society, ete 

Containing 219 illustrations. Cloth, Price ¥4.00. 

St. Louis. C. V. Mosby Company, 1912, 

This book will be an excellent reference and guide to the general prac- 
titi-ner interested in this work, and is especially adapted to the student who 
is taking up the work alone these lines. 

The author has carefully avoided technicalities, theories and minute de- 
tails as much as possible, which adds much to the value of the book in the 
purpose for whieh it is intended. 

The first chapter treats briefly but concisely of the electrical units and 
laws g@ verning the measurements of currents which is very essential to the 
student and convenient for the practitioner. 

The next few chapters treat in an excellent manner of the elementary 
physics and mechanics of practical clectrical apparatus and will be of much 
assistance in installing and keeping apparatus in condition. The chpters on 
static and high frequency currents are well taken as the therapeutic value 
of these currents is much under estimated by the general profession. 


M. M. ROLAND. 


SEXUAL IMPOTENCE 

New (4th) Edition Enlarged 
Sexual Impotence. By Vietor G. Veeki, M. D., Consulting Geniti-Urin- 
ary Surgeon to the Mount Zion Hospital, San Francisco. Fourth edition, 
enlarged. 12mo' of 394 pages. Philadelphia and London: W. B. Saunders 


Company, 1912. Cloth, $2.25 net. 


SURGICAL CLINICS OF JOHN B. MURPHY. M. D. 
Volume I, Number III. 

THE SURGICAL CLINICS OF JOHN B. MURPHY, M. D.. at Merey 
Hospital, Chicago. Volume I, Number III. Octavo of 174 pages, illustrated. 
Philadelphia and London: W. B. Saunders Company, 1912. Published Bi- 
Monthly. Price per year: Paper, ¥5.00. Cloth, $12.00. 


COLLECTED PAPERS BY THE STAFF OF ST. MARY’S HOSPITAL 
(Mayo Clinic) 1911 

Collected Papers by the Staff of St. Mary’s Hospital (Mayo Clinic) for 
1911. Octavo of 603 pages, illustrated. Philadelphia and London: W. B. 
Saunders Company, 1912. Cloth, $5.50 net. 

INFANT FEEDING. 

Infant Feeding. By Clifford G. Grulee, A. M., M. D., Assistant Pro- 
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ANNOUNCEMENT. 

Dr. H. H. Wynne, Specialist of the Eye, Ear, Nose and Throat, of 107 
West Park Place, Oklahoma City, announces that he is prepared to go to 
the office of any physician in any part of the state to do the operation for 
enucleation of the tonsils and removal of adenoids. These cases specially 
silicited. PhoneWainut 7824, Long Distance, Dr. H. H. Wynne. 8-12 





